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MATERNAL, INFANT, AND EARLY CHILDHOOD 
HOME VISITING (MIECHV) PROGRAM 


WEDNESDAY, APRIL 2, 2014 

U.S. House of Representatives, 

Committee on Ways and Means, 
Subcommittee on Human Resources, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 2:10 p.m. in Room 
1100 Longworth House Office Building, the Honorable Dave 
Reichert [chairman of the subcommittee] presiding. 

[The advisory of the hearing follows:] 


( 1 ) 
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HEARING ADVISORY 

FROM THE COMMITTEE ON WAYS AND MEANS 

Chairman Reichert Announces Hearing on the 
Maternal, Infant, and Early Childhood 
Home Visiting (MIECHV) Program 

1100 Longworth House Office Building at 2:00 PM 
Washington, Mar 26, 2014 

Congressman Dave Reichert (R-WA), Chairman of the Subcommittee on Human 
Resources of the Committee on Ways and Means, today announced that the Sub- 
committee will hold a hearing on the Federal Maternal, Infant, and Early Childhood 
Home Visiting (MIECHV) program. The hearing will take place at 2:00 p.m. on 
Wednesday, April 2, 2014, in room 1100 of the Longworth House Office 
Building. 

In view of the limited time available to hear from witnesses, oral testimony at 
this hearing will be from invited witnesses only. Witnesses will include practitioners 
involved in providing home visiting services, a former recipient of these services, 
and experts on the effectiveness of home visiting programs. However, any individual 
or organization not scheduled for an oral appearance may submit a written state- 
ment for consideration by the Committee and for inclusion in the printed record of 
the hearing. 

In announcing the hearing. Chairman Reichert stated, “We all know it’s better 
to prevent a problem than to try and correct it after things have gone 
wrong. Yet in many cases, the Federal Government does just that by only 
attempting to treat problems instead of focusing on prevention. One of the 
goals of the new federal home visiting program is to help families and chil- 
dren before problems arise. With the reauthorization of that program pend- 
ing, it’s time to review whether it is really making that hoped-for dif- 
ference. I look forward to hearing more about how home visiting programs 
are working, how we can ensure we’re investing in what really works, and 
whether we’re getting the quality results that at-risk children and families 
deserve and taxpayers expect.” 

BACKGROUND : 

Home visiting programs have operated for many years, delivering services to ex- 
pectant and new mothers designed to improve a variety of outcomes and using a 
mix of public and private resources. One of the most successful approaches has in- 
volved a trained nurse who visits a parent and child in their home on a frequent 
basis to provide ongoing services to the family. However, many different types of 
home visiting programs exist, and these programs may focus on improving child de- 
velopment, increasing parenting skills, reducing the likelihood of child abuse or ne- 
glect, or increasing economic wellbeing. 

Begun in 2010, the Federal Maternal, Infant, and Early Childhood Home Visiting 
program (MIECHV) was designed to strengthen existing maternal and child health 
programs, provide services to improve outcomes for families in at-risk communities, 
and better coordinate services in communities. Under the MIECHV program, at-risk 
communities are identified through statewide assessments examining areas with 
concentrations of poor child health outcomes and other difficulties such as high pov- 
erty, crime, or unemployment. States then specify how they will serve these commu- 
nities using an evidence-based home visiting model, and funding is provided based 
on each state’s proportion of preschool children in families with income below the 
poverty level. While the bulk of program funding must be used to provide services 
through home visiting models with evidence of effectiveness as determined by the 
Department of Health and Human Services (HHS), up to 25 percent of total funding 
can be used to fund promising, but still unproven, approaches. Eunding for the 
MIECHV program in FY 2014 is $400 million. The program’s current authorization 
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expires at the end of FY 2014. The Administration’s FY 2015 budget calls for the 
program’s reauthorization as well as a total of $15 billion in funding over the next 
10 years. 

FOCUS OF THE HEARING : 

This hearing will focus on the MIECHV program, including what is known about 
whether services funded by the program have improved outcomes for young children 
and their parents and how Congress can determine whether spending on such serv- 
ices can produce the best results for at-risk families. 

DETATT,S FOR SUBMISSION OF WRITTEN COMMENTS: 

Please Note: Any person(s) and/or organization(s) wishing to submit for the hear- 
ing record must follow the appropriate link on the hearing page of the Committee 
website and complete the informational forms. From the Committee homepage, 
http’Jlwaysandmeans.house.govI, select “Hearings.” Select the hearing for which you 
would like to submit, and click on the link entitled, “Please click here to submit a 
statement or letter for the record.” Once you have followed the online instructions, 
submit all requested information. Attach your submission as a Word document, in 
compliance with the formatting requirements listed below, by April 16, 2014. Fi- 
nally, please note that due to the change in House mail policy, the U.S. Capitol Po- 
lice will refuse sealed-package deliveries to all House Office Buildings. For ques- 
tions, or if you encounter technical problems, please call (202) 225-1721 or (202) 
225-3625. 

FORMATTING REQUIREMENTS : 

The Committee relies on electronic submissions for printing the official hearing 
record. As always, submissions will be included in the record according to the discre- 
tion of the Committee. The Committee will not alter the content of your submission, 
but we reserve the right to format it according to our guidelines. Any submission 
provided to the Committee by a witness, any supplementary materials submitted for 
the printed record, and any written comments in response to a request for written 
comments must conform to the guidelines listed below. Any submission or supple- 
mentary item not in compliance with these guidelines will not be printed, but will 
be maintained in the Committee files for review and use by the Committee. 

1. All submissions and supplementary materials must be provided in Word format and MUST 
NOT exceed a total of 10 pages, including attachments. Witnesses and submitters are advised 
that the Committee relies on electronic submissions for printing the official hearing record. 

2. Copies of whole documents submitted as exhibit material will not be accepted for printing. 
Instead, exhibit material should be referenced and quoted or paraphrased. All exhibit material 
not meeting these specifications will be maintained in the Committee files for review and use 
by the Committee. 

3. All submissions must include a list of all clients, persons, and/or organizations on whose 
behalf the witness appears. A supplemental sheet must accompany each submission listing the 
name, company, address, telephone, and fax numbers of each witness. 

The Committee seeks to make its facilities accessible to persons with disabilities. 
If you are in need of special accommodations, please call 202-225-1721 or 202-226- 
3411 TTD/TTY in advance of the event (four business days notice is requested). 
Questions with regard to special accommodation needs in general (including avail- 
ability of Committee materials in alternative formats) may be directed to the Com- 
mittee as noted above. 

Note: All Committee advisories and news releases are available online at http:// 
www.waysandmeans.house.gov/. 


Chairman REICHERT. Well, good morning, and welcome to all 
of you, and thank you all for being here to testify, and thank you 
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all for coming to listen, and thank I the Members for being here 
today to participate in today’s hearing. 

So, today’s hearing is on the new federal Maternal, Infant, and 
Early Childhood Home Visiting program. Someone apparently 
thought naming a program MIECHV made sense. 

[Laughter.] 

Chairman REICHERT. But, fortunately, we have the pronuncia- 
tion of this acronym, and it is relatively simple: MIECHV Program. 
So I am going to stick with that, if you guys don’t mind. 

At its core, this program is designed to improve outcomes for 
children and families who face the greatest risk for abuse and ne- 
glect and a host of other problems that place too many kids far be- 
hind on the road of life. Small home visiting programs have oper- 
ated for decades using a mix of federal, state, and private funds. 
But the MIECHV program, when it was created in 2010, marked 
the first time there was dedicated federal funding for this purpose. 

Our purpose today is to review what we know about the effects 
of this program, so we can begin thinking about next steps. Earlier 
this week we got a little more time with the program’s extension 
through March 20 of 2015. But there is a lot to consider here, so 
it is good that we have a head start. 

For instance, we need to review whether the actual outcomes of 
this program are living up to its promise, in terms of producing 
better outcomes for children and families. We also need to think 
about whether the program’s mix of supporting proven and prom- 
ising approaches continues to make sense. And we should consider 
whether this program should continue to have 100 percent federal 
funding, especially since some of the positive outcomes we hope to 
see will benefit our state partners. 

For my part, I am interested in how we can apply the basic dis- 
cipline of this program, which uses taxpayer funds to support what 
we know works to help children and families. Two other govern- 
ment programs today can’t say the same thing. Fortunately, we 
have the — a distinguished set of experts to help us sort through 
these questions more thoroughly today, and that list includes a 
service provider and recipient of home visitation services from my 
home state of Washington, so we will have an opportunity to ask 
some real how-does-this-work-at-the-ground-level questions. 

We welcome all of our witnesses today, and we look forward to 
their testimony. 

Chairman REICHERT. Mr. Doggett, would you care to make an 
opening statement? 

Mr. DOGGETT. Thank you very much, Mr. Chairman. And I 
share the objectives that you just outlined. We have heard so much 
over the last several years in this Subcommittee about the extent 
of maltreatment and abuse of children across the country, and the 
need to focus more of our resources not just on responding to that 
abuse after it has occurred, but what can we do to prevent mal- 
treatment. 

The enactment of this federal home visiting program, building on 
the experience of many local and state initiatives that were already 
existing back in 2010 I think was an important step forward. It is 
an investment in prevention and future development of children. I 
believe there is considerable evidence that this is a wise invest- 
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ment, though, as some of our witnesses point out, it may he dif- 
ficult to quantify all aspects of the benefits. And this cannot be a 
one-size-fits-all kind of approach, because these are families with 
children in different kinds of positions, and we need to adapt the 
program and look for the most cost-effective way to reach the larg- 
est number of children. 

It is not surprising that a group representing some 5,000 law en- 
forcement officers around the country fight crime, invest in kids, 
has recognized that if you have good home visiting programs, they 
will need to visit, as law enforcement officers, fewer homes and 
other places where violence or crime occurs. 

The decision last week of the House to continue this program on 
a temporary extension of one — another year of funding into next 
spring represents some progress. I think we need a little more cer- 
tainty than going from year to year, or six months to six months. 

There has been good benefit from this program in the State of 
Texas, in both the City of San Antonio and in the City of Austin 
and the surrounding areas, there have been programs that have 
benefitted from the Nurse Family Partnership, and there has been 
investment from the State of Texas that has been important. Be- 
tween, really, just over the three years of MIECHV, the State of 
Texas has received about $50 million, a significant amount of 
money, but perhaps not that significant, compared to the needs 
that exist there. The money has not been spent in a vacuum; the 
state has worked to try to build a network of high-quality pro- 
grams, and to invest some of its own money in these programs. 

The division of monies in MIECHV so that some of it is focused 
on evidence-based — most of it is focused on evidence-based pro- 
grams, important that we have evidence-based programs, but that 
we also continue to look at a few programs that are new and inno- 
vative, so that we can assure that we are pursuing every alter- 
native that would be cost efficient in this area. 

Mr. Chairman, I would explain to the witnesses that at the same 
time this hearing is taking place, the House Budget Committee is 
marking up a resolution that I really think would threaten the con- 
tinuation of home visiting, child abuse services generally, and a 
wide range of social services. So we will be having recurrent votes 
this afternoon there, and I will be in and out, with no disrespect 
to our very diverse and experienced panel, so that we raise appro- 
priate issues in the course of the budget resolution. 

And I thank you, and yield back. 

Chairman REICHERT. I thank you, Mr. Doggett. And, without 
objection, each Member will have the opportunity to submit a writ- 
ten statement and have it included in the record at this point. 

And I want to remind our witnesses to please try and limit their 
oral testimony to five minutes. All of your testimony will be in- 
cluded in the record. 

Our panel this afternoon is made up of five folks, as everyone 
can see. And our first witness this afternoon is Crystal Towne, RN, 
Nurse-Eamily Partnership Home Visitor, Yakima Valley Memorial 
Hospital. Welcome. 

Sherene Sucilla, a former Nurse-Eamily Partnership Program 
participant; Darcy Lowell, CEO, Child Eirst; Jon Baron, president. 
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Coalition for Evidence-Based Policy; and Rebecca Kilburn, senior 
economist, RAND Corporation. Welcome to all of you. 

And, Ms. Towne, you are recognized for five minutes. 

STATEMENT OF CRYSTAL TOWNE, RN, NURSE-FAMILY PART- 
NERSHIP HOME VISITOR, YAKIMA VALLEY MEMORIAL HOS- 
PITAL 

Ms. TOWNE. Good afternoon. Chairman Reichert, Ranking 
Member Doggett, and Members of the Subcommittee. Thank you 
for this opportunity to testify on behalf of the Nurse-Family Part- 
nership Program in support of evidence-based home visiting. 

I am Crystal Towne, and I am a nurse home visitor for Yakima 
Valley Memorial Hospital in Yakima County, and have been a 
nurse home visitor since 2003. I am here with one of my former 
clients, Sherene Sucilla, who graduated from the Nurse-Family 
Partnership Program two years ago, and is a wonderful example of 
how this innovative program can empower young mothers to suc- 
ceed. I am here in support of the MIECHV program, which is cur- 
rently serving 80,000 families nationwide, including our Yakima 
County NFP program. 

In Washington, NFP is one of several home visiting models of- 
fered as part of a continuum of services that are supported at the 
state level. A higher percentage of pre-term and low birthweight 
babies, an agriculturally-driven economy, low high school gradua- 
tion rates, and high gang activity in the area make NFP a critical 
element of the county’s continuum of services. 

As a nurse home visitor, I work with first-time, low-income moth- 
ers and their families over the course of a little over two years. I 
visit each client in their homes approximately every other week, 
and I have a caseload of no more than 25 clients at one time. These 
visits begin early in pregnancy, and last until the child’s second 
birthday. Through these, I empower each client to have a healthy 
pregnancy, improve her child’s health and development, and set 
goals to achieve economic self-sufficiency. I do this by meeting the 
mom where she is at at the time, not where I would like her to 
be. In NFP we call this a client-centered approach. 

The NFP curriculum guides us to talk about the right issues at 
the right time, such as how can I stay healthy in pregnancy. What 
do I do when I am stressed out? How can I set goals for my life? 
Breastfeeding and infant attachment. The trust I build with my cli- 
ents begins the moment I walk through their door for the first 
time. 

Sometimes my initial visit is filled with laughter and joy. But 
often times, when serving a young client especially, it is filled with 
great insecurity. The things that I hear most often are, “My par- 
ents are so angry with me. My boyfriend is no longer there for me. 
My friends don’t understand why I won’t go out to parties any 
more. I am so lonely.” I listen to their story for the next two-and- 
a-half years, building on our trusting relationship. I listen to cli- 
ents who experience mental illness, intimate partner violence, sub- 
stance abuse, living in poverty, lack of family support, and health 
disparities. 

Sherene is one of hundreds of stories I have had the honor to 
hear. She is a truly amazing woman and I am so proud to have 
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the opportunity to have been her nurse, her counselor, her life 
coach, her confidante, her support system, and, most importantly, 
I am her friend. Every client’s story is unique. But since she is here 
with me today, I would like to share my experience as Sherene’s 
home visiting nurse. 

On May 6, 2010, I knocked on her front door for the first time. 
I did not know much about her, only that she was 10 weeks preg- 
nant, and she had been in several foster care homes throughout 
her youth. During our first encounter, I wanted to ask her several 
questions, but I did not. I listened. I wondered how a young woman 
could appear so happy and speak about her goals for her future 
and her hopes and dreams, but have several scars on her arms. We 
never have talked about those scars. It didn’t need to be said. I rec- 
ognized that Sherene’s smile didn’t always come easily. But, de- 
spite her past and future challenges, Sherene is a truly resilient 
woman who has the hope and the drive to provide a better life for 
her child. 

Since we have ended the program two years later, today Sherene 
has a job she loves. She is self-sufficient. She is living in a wonder- 
ful home. And she is actively involved in her son’s life. She has not 
given up on continuing her dream for continuing her education. 
But sometimes being a great parent means postponing some of 
those personal goals. 

In closing, NFP applauds the subcommittee and the larger body 
of Congress for support of the MIECHV program. Thank you again 
for this opportunity to testify before you today. I appreciate it. 

[The prepared statement of Ms. Towne follows:] 
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C;«)d afternoon Cliairman Reichert, Ranking MembtT IJoggcit, and Members of the Subcommittee. 
Ihank j’ou for the opportunit)- to testify on behalf of the Nurse-Family Partnership (NFT) program 
and Yakima Valley .Memorial 1 lospital in support of eeidcncc- based home visiting and the Maternal, 
Infant, and Fairly Childhood Home Visiting (MIECMV) program, 

I am Crj'sta! Towne and I have worked as a Nurse 1 lome Visitor for the Nurse-Family Partnership 
program serving Valdma Coimty, WA since 200.^. 1 am here witli one of my former clients, Sherenc 
Sucilki, who graduated from die Nurse-Family PartiUTship 2 years ago and is a wonderful example 
of how this innovadve program can empower young mothers to succeed. As a nurse home visitor, I 
sen'e a ca-seload of no more than 25 first-time, low income mothers and their lamilies. 

I am here in support <if the federal Maternal, Infant, and liarly Childhood Home Visiting 
(MIHCHA^ Program which is currendy sen’ing over 80.1X10 families nadonwidc and 1.320 families in 
Vfashington State. On behalf of the modicrs, children and families sen'od by Nurse- Family 
I’artne'rship, I want to thank Chairman Reichert and the Members of this Subcommittee for their 
commitment to improving the health .ind well-being of childmi widi dedicated funding for 
endence-based home vesiting programs. Your work is paving the way for a healthier, brigliter future 
for at-risk children and ftimilies. 

Hveiy year, approximately 800,000 first time, low-income modicrs become pregnant with their first 
child. Nationwide, die Nurse-Family Partnership (NIT) model has served over 190,000 families to 
date, and currendy ha.s over 28,(XI0 first-time families enrolled in 4.3 states, including Washington 
State. Nadonal expansion of this program will dramatically improve tlic lives of at-risk families and 
yield returns to society in more stable and productive families. For every lOO.OtXJ families served by 
NFT, research demonstrates that 14,000 feu'cr children will be hospitalized for injuries in dieir first 
two years of life; .300 fewer infants will die in their first year of life; 1 1 ,000 fewer cliildrcn will 
develop language delays by age two; 23,000 fewer children will .suffer diild abu.se and neglect in their 
first 15 years of life; and 22,000 fewer children will be arrested and enter the criminal justice system 
through their first 15 years of life, among other outcomes. 

In Wasliington, die NFP model currendy serves about 1,300 families througjiout 14 counties and 
one tribal entity. NIT is one of several home visiting models offered as p.art of a eontinuum of 
services supported by the V('.i.shington Department of Early laaming and Tlirive by Five 
\Va.shington at the stale level, which also include Parents as Teachers, Early 1 lead Start I lomc-bascd 
option, and the Parent-Child 1 lome Program among odiers. NFP services in Washington are 
iinplemcnU'd by several local health and commuiuty service agencies. Public investments such as the 
federal MIECHV' grants .ind die state’s I lome Visiting Services account (I I VS A) fund evidence- 
based home visiting but also support promising and rc.search-bascd programs, nic 1 IVSA includes a 
pnv-ate match on public dollars for evidence-based, rc.search-bascd, and promising voluntary home 
vi.sidng .services; and infrastructure supports fiir home visiting programs, including training, quality 
improvement, and evaluation are delivered thtougli Ihrivc by Five’s Implementation Hub. 

In Yakima, the Nurse-Family P.irtner.sliip is operated by the Yakima Valley Memorial [lospital, in 
partnership with the 3'akima Valley Farmworkers Clinic. The program is housed at Children’s 
ViDage, and currendy lias die capacity to serve 1 50 families. The site uses innovative stratepcs to 
support fimtUiig the NFP program, including local supiiort, federal MlliCHV fumling, and private 
support through the Thrive by Fivi: Washington I I\'SA. Gang activity and high crime rates in the 
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area make Nurse-Family Partnership a critical element of the county’s conbnuum of services for 
prevention and families in need. 

NF’P is a vTiluntar)' program that provides regular home ^^sits to low-income, first-time mothers by 
registered nurses beginning early in pregnancy and conrinuing through the child’s second year of life. 
Tlie program is free and voluntar)' to the w’omen tliat enroll. 'Ilie cliildrcn and families NFP senses 
are young, living in poverf)’, and at the liighcst risk of experiencing significant health, educational 
luid emplojTnent disparities that have a lasting impact on their lives, their families, and communities. 
Nationally, 31 percent of families scrv ctl by Nurse-Family Partnership are f lispanic; 27 pcrceiit arc 
/Vfrican-yVnierican; 42 pcrccni arc Caucasian; <uid 3 percent are Native American or Alaskan Native. 

NTP nurses and tlteir clients make a 2 year commitment to one another, and develop a strong 
relationsiiip over the course of CA planned visits that focus on the strengths of the young motlier 
and on her personal health, qualire of care giving, and Lfe course development. Iheir partnership 
wth families is designed to help tliem achieve three major goals: I) improve pregnancy outcomes; 2) 
improve child health and des'clopment; and 3) improve parents’ economic self-sufficiency. By 
achitwing these program objectives, many of the major risks for poor health and social outcomes 
can l)e significantly reduced. 

Over flit* past years, I have worked with hundreds of young parents, like Sherene, to help them 
feel empowered and supptirted while starting out with their first child. I am so proud to Ik’ their 
nurse, counselor, life coach, confidant, support system, and most importantly their friend through 
tins journey. F.vcry client’s stor\' is unicjiiC and since she i.s here witJi me today, I would like to .share 
my experience as Sherene’s nurse home visitor. 

On May 6, 2010, 1 knocked on Shcrenc’s front door for the first time. I did not know much about 
Shertne, ody that site was 10 weeks pregnant and had spent her childhcM^ living in several foster 
homes. She answered the door with a kind, warm smile and invited me inside. VC'e spent the next 2 
hours talking, connecting, and setting the foundation for what became a much longer relationship. 

During that first encounter, there were stweral t|uestions I wanted to ask, hut did not. 1 wondered 
how a young pregnant woman could appear so happy and speak about lier hopes and dreams for the 
future, but yet ha\'e severd scars on her arms. I quickly recognized that Sherene’s smile did not 
always appc‘;ir c*asily, but she is a resilient woman who has hope, e\*cn in the face ot pfist and current 
challenges. 

Since meeting Sherene, several of those questions have been answered. I ler fadicr is deceased, and 
her mother has spent her life cliallenged w'itl) various addictions that ultimately led to her separation 
from Sliercne. Wlicn she was 10, iier grandfather died. She .spent the ne.xi 8 years in foster 
care. I ler grandfather’s death had a huge impact. She descrilies him as an amazing m;m, who 
insrilletl the imporrance and love of education. Me is the only person displayed on her living room 
wall. 

1 identified Shcrenc’s family bistort' with Type 2 diabetes • her sKster, father, and grandmother all 
suffered fiom this dlsea.se. In addition, Sherene had a signifioint liistory of depression that was 
addressed numerous times during pregnancy although she elected for no infcrt'cnrinn. I lotvevcr, this 
histort did precipitate conversation related to post-partum depression and multiple lidinburgh 
Postnatal Depression Scales. Sherene wjls referred for essential primary care sersiccs such as her 
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TJap »nd flu shots. I also helped her to find dental semces when her own efforts to do so had 
failed. 

In my cole as a nurse home visitor, I work with each client to help her to establish atid pursue her 
eduenrion, emplo)'menr, and life course development goals. Sherene wis determined to continue 
with her education and despite attending se\’efl different high schools, she graduated from high 
school on time. She now has a steady job in a wjndcrful career. Sherene'.s biggest priority is sclf- 
sufficicncy and providing economic stabillt)' for her son, Andrew. It is also her dream to raise her 
son in a loving, supportive family. She and her husband were recently married and lK>th share the 
dream of continuing to grow as a family. Sherene aspires to continue working towards her 
educational dreams, and she hopes to pursue a degree in social work. She feels it is her calling to 
connect with and support youth in our community'. I know that she will be a g^reat role model. 

Stories like Sherene’s are just a glimpse of the impact that Nursc-Hamily Parrnersliip has on low- 
income, first time parents. NI'P can help break the cycle of poN^rty by empowering young mothers 
to become knowledgeable parents who are able to care for their children and guide them along a 
healthy life course. NhV niirse.s use a client-centered approach, whicli means the nurse is constantly 
adapting to the needs of tile family, ensuring that each Wsit is relevant and x-alucti by the paa.‘nr(s). 
'rhese client-centered principles drK'c our practice with families to create positive, lasting change for 
die family that sicstaiiis long after our time as their nurse home visitor has ended. Ihejic principles 
include: 


• ’Ilu* client is the expert on her own life. When the client is the expert, you buikl solutions 
based on information provided by the client on what’s rclc\'antand valued to her. 

• l‘olU)\v the client's heart's desire. Ihe client leads the way and ihe central focus is on wlvu 
the client wants, bind our what rhc 7 want to do ami help them do it. 

• Pocus on strengths. By foaising on capabilities, opportunities and successes, while being 
awaa* of risk Gicrors, Ntju can support the client through tough situations :uid enctiuragc 
them to move forw’anl, in turn, helping them to develop this strength within themselves that 
can sustain long after my visits are a>mplered. 

• hocus on solutions. 

• Only a small change is necessary. 'Hie experience of one small success builds self-efficac)' 
and causes a ripple efleef in other areas of functioning and creates a context for bigger 
changes. 

NFP nurses also continue to monitor the model’s progress in the field through data collection, 
which nurses submit to the national database, and receive quarfcrly and annual reports evaluating tlw 
local program’s ability m achie^T si^ceable, susraincd outccjmes. hat+t NFP implementing agency ’.s 
goal is not only to impixm* the lives of first-time families, but also replicate the nurse home 
visitation model that was proven to work through rigorous research. 

NPP is an cvidencc-bascd program with muln-gencrational outcomes tliat have been demonstrated 
in three Tandoinnced, controlled trials that were conducted in urlian and nual Uxrarions with 
Caucasian, African-American and I lispanic families. A randomized, controlled trial is the most 
rigorous research method for measuring the effectiveness of an inter\'enrion because it uses a 
“control group” of individuals witii whom to compare outcomes to the group who received a 
.specified inters’enrion. The NFP model has been tested for over 35 years through ongoing 
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research, development, and evaluation activities conducted by Dr. David t.. Olds, founder of the 
NFP model and Director of the Prevention Research Center for Family and Child 1 lealrh (PRQ at 
the University of Colontdo in Denver. 

Dr. Olds and fits rcse.irch leant have conducted three randomized, controlled trisds with diverse 
populations in FJmira, NY (1 977), Memphis. TK (1987), and Denver, CO (1 994). Evidence from 
one or more of these trials demonstrates powerful outcomes including the following (in connection 
to each of NFP’s program goals): 

Improved pregnancy outcomes 

• Reductions bi high-risk pregnancies as a result of greater intert^aLs bcn^'ceii first and suKsequent 
births, including a 28-monrh greater inrert'al between the birth of first and second child. 

o .3tVo fewer closely spaced (<6 months) sub.sequent pregnancies, 

O 23% rcductitin in subsequent pregnancies by child age t\w, and 
o 32% reduction in subsequent pregnancies for tlic mother at child age 15 (among low- 
incomc, unmarried group) 

• l^/o reduction in preterm deliver)’ among women wht> smoked 

• 35% fewer hj perrensive disorders during pregnancy 

Improved child health and development 

• 39% fewer injuries among children (among low-resource group) 

• 56% reduction ui emergenc)’ room visits for aeddents and poisonmgs 

• 48”/o reduction m child abuse and neglect 

• 50% reduction in language delays of child age 21 months 

• 67% reduction in liehaviocal and intellectual problems at child age 6 

• 26% Improvement in math and reading achievement rest scores for grades 1-3 

• 59% reduction in arrests at diild age 15 

• 90% reduction ui adjudication as PINS (pwson in need of supervision) for incorrigible behavior 

Increased family self-sufficiency 

• C»iyo fewer arrests of mothers at child age 1 5 

• 72% fewer condcrions of mothers at child age 15 

• 20% reduction in welfare use 

• 46% increase in father presence in household 

• 83% increase m labor force participation of mothers at child age 4 

As the NI’T model has moved from .science to practice, great emphasis has lx;en placed on building 
the iiccessar)' infrastructure to ensure qaiiity and fidelity to the research model during the replication 
process nationwide. In addition to intensive education and planned activities for nurses to conduct 
in the home, NFP has n unique data collection system called KffortS'to Outcomcs (H'fO) that helps 
NFP monitor program implcmcntHtion and outcomes achieved- It also provides continuoiis quality 
improvement data that can help guide local pnicticcs and monitor staff performance. NFPs HTO 
sy.sf£m was designed specifically to record family characteristics, needs, services provided, and 
progress towards accomplishing NFl’ program goals. 

NHP’s replication plan reflects a proactive, stale-based growth strateg)’ that maximizes fidelity to the 
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program motlcl and cnsurciJ consistent program outcomes. NI-P urges Congress to support a wide 
range of ht>me visitation models tliat meet die highest level of e>’idcntiar\ standards in order to 
ensure the laigest possible economic return on investment. N!*P applauds Congrc.s.s for dieir 
bipartisan, bi caineral support for the [\' program and in particular, tliis Subcommittee for 

your collective commitment to funding programs proven to work tlirough rigorous, scienrific 
evidence and rest‘arcli. 

The bipartisaii-supportcd MIBCI IV program provides critical funding to states, cerritcicies, tribes 
and tribal organizations to implement and expand cvidence-bascd home visiting scn'ices that have 
been priivcn to produce significant health, educational and economic outcomes for low-income 
children and families. MlUCl IV grantees have established benchmark requircmenrs that will 
measure effectivenc*ss of these programs on reducing poor birth outcomes, cliiJd abuse, neglect and 
iniuries, cognitive and learning disabilities, dependence on public assistance, and juvenile 
delinquency and crime, among other outcomes, 'lliese outcomes arc saving state and Icdcral 
gtivcrntnent significant resources in reduced health, child weJfarc, foster care, remedial education 
and criminal jusucc expemlitures. Stale govcmmcius have invested in Nurse-l'amily Partnership and 
other evidence- based home visiting programs for decades because of the impressive outcomes and 
cost-savings resulting from improved child and ftimily outcomes. 'Vhc MIUCI J\' program is stning 
and cost-cffcctive federal policj' that is joining states and local agoncios to supjiort tlicsc ^'aluablc 
senices to ai-risk families. 

Independent evaluations have found that investments in Nl 'P lead to .sigmficani returns to society 
and govcrnmait (Wasliington State Institute for Pubbe Policy, 2004 & 2(H}8; ^ R^\ND (Jorporarkm 
studies 199H, 2005, 2{K>8; Blueprints for N'^iolcnce Prewentioii, Office of juvenilc Justice and 
Delinquency Prevention; and Pacific Institute for Rese.irch & Evaluation). Blueprints identified Nr*P 
as 1 of 1 1 prevention and intcrv’cntion pnigrams out of 6.50 evaluated nationwide that met the 
highest standard of program effectiveness in reducing adolescent violent crime, ai^ession, 
deJinquonq.*, and .substance abuse. Ihc R/\ND and Washington State rqiorrs weighed the costs and 
benefits of NPP and concluded that die program produces significant benefits for children and their 
parents, and demonstrated a savings to government in lower costs for health care, child proteebon, 
education, caminal jiLstux, mental health, govermneni assistance and higher taxes paid by employed 
parents. .Most recently, the Pacific lastitute for Research & hA aliiaiion released a re-ptiri in April 
2013 which found significant government savings from the Nl'P model in particular, Medicaid and 
health care cost savuigs. I’or example, in Washington, this formula translates into $19,023 in 
government savings per family by the cliild’s IH*** birthday, with 55% of tlicse savings attributable to 
Medicaid. Recent analyses indicate that the costs of Nl'P cfmipnred to other home \'isitation 
programs fluctuate bv region, and even tliough die NEP mtidel is more inten.sive than other 
programs, it is not always more exf^enshx'. 

Ilie Niirse-hamily Partnership thanks the Subcommittee for your continued interest in this 
important issue and in particular, die federal MlfiCI IV program, which has significandy assisted 
.states like VC'asliington to implement and expand evidence-based home visiting serxangs to serve 
more needy families. States have embraced this accountable ]>rogram to improve a host of 
conditions that hinder children and families from becoming heaJdiy, diriving in .school and achieving 
economic succe.ss. MlliCI l\^ saves scarce t.ixpayct resources and produces tangible a'sults. I hope 
that die Subcommittee will continue to support the MIIR'I IV program, wliich is serving diousands 
of vulnerable children and families nationwide. 'Hiank you again, C^haimian Reichert, l^inking 
Member Doggett, and Members of die Subcommittee, Un the opportunitv' to testify today. 


Chairman REICHERT. Well, thank you, Ms. Towne. And we ap- 
plaud you for your hard work. And we know that you can’t do this 
work without becoming a friend to those that you help. 

Ms. TOWNE. Yes. 

Chairman REICHERT. And thank you for having the heart of a 
servant. 

Ms. TOWNE. Thank you. 

Chairman REICHERT. You are welcome. Thank you, Ms. Towne. 
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Ms. Sucilla, you are recognized. 

STATEMENT OF SHERENE SUCILLA, FORMER NURSE FAMILY 
PARTNERS HI P (NFP) PROGRAM PARTICIPANT 

Ms. SUCILLA. Good afternoon, Chairman Reichert, Ranking 
Member Doggett, and Members of the Subcommittee. Thank you 
for the opportunity to testify on behalf of the Nurse-Family Part- 
nership Program in support of evidence-based home visiting and 
the Maternal, Infant, and Early Childhood Home Visiting Program. 
My name is Sherene Sucilla, and I was a client with the Nurse- 
Family Partnership Program delivered by the Yakima Valley Me- 
morial Hospital in Yakima, Washington. And I am the incredibly 
proud mother of my son, Andrew, who is now four years old. 

As a client, I received regular visits about every other week from 
my NFP nurse home visitor. Crystal Towne, starting when I was 
just a couple of months pregnant, through my son’s second birth- 
day. I am here on behalf of the mothers like me, the children like 
my son, Andrew, and families like our own, in support of home vis- 
iting. I am honored to be here today, to get to thank you all in per- 
son for your commitment to improving the health and well-being of 
children and dedicated funding for evidence home-based visiting 
programs. 

This program has meant so much to me and my family, and I 
know that if every mom could be here today to share their experi- 
ence with you, they would be, because it really is a changing expe- 
rience to be here — to be in this program, excuse me. 

I grew up in Yakima, Washington. When I was 12 years old I 
went into foster care and remained there through my 18th birth- 
day. In those six years I attended seven high schools, which made 
it very difficult to graduate on time, because I didn’t go to school 
in the same district, so the credits didn’t transfer properly. But I 
did graduate on time, through a lot of hard work. While being in 
foster care isn’t an experience I would wish on any child growing 
up, I would say that that experience has shaped who I am today. 

When I was younger, my mom wasn’t really a mom. I didn’t real- 
ly have a role model for parenting. And so, when I found out I was 
pregnant, I didn’t really know what to do. I didn’t have anything 
to go off of, and I was really scared, and I was in this by myself 

I heard about the Nurse-Family Partnership Program through 
my doctor’s office when I found out I was pregnant. Because I was 
a first-time mom and I met other eligibility requirements, they re- 
ferred me to the Yakima Valley Memorial Hospital NFP program 
and Crystal, and I was set up with an appointment for Crystal to 
come to my home and talk more about the program. After our first 
meeting, I knew that this was the right program for me, and I 
looked forward to our regular home visits. 

At that point I was new to everything when it came to parenting. 
But Crystal was a huge help to me and my family. She helped me 
build confidence and open doors for me to set goals for my life, for 
myself, and for my family. She helped me find other services I 
needed, such as dental care, and she would take my blood pressure 
when I was pregnant, to make sure that I was doing okay. And 
when I had trouble breastfeeding. Crystal had a breast pump 
overnighted to me. 



15 


And at one point when I was nursing I was afraid that my son 
wasn’t getting enough to grow at a healthy rate, but Crystal would 
bring a scale, and we would weigh Andrew every week, and she re- 
assured me that he was getting what he needed to grow well and 
according to schedule. That was the first major moment for me, 
where I felt like I was doing a good job, that I was a good mother, 
and that I was getting him what he needed. And now, at four years 
old, I can often say that he is the tallest kid in his class. 

I was also nervous about his development. Like every parent, you 
want to make sure that your baby or child is keeping up with dif- 
ferent milestones, and I didn’t know how to assess that. But Crys- 
tal would bring in questionnaires called the Ages and Stages Ques- 
tionnaire, or ASQ, to assess his development at different points in 
time, and we would know that his development was on track. 

I remember throughout the program Crystal would say to me 
that my son Andrew was a very caring person from a very young 
age. He was about 13 months when Crystal first commented on 
how sweet he was. He would give Crystal a hug and actually pat 
her on the back. At the end of each visit she would leave a form 
with lots of different feedback, including highlights from that visit, 
what our next visit would be about, and what I needed to do before 
our next visit. Looking back at one of the forms. Crystal mentioned 
how I was raising such a sweet and loving child that his hugs and 
pats melted her heart. 

Crystal was able to point out to me these different signs he was 
showing of being a very caring human being, even when he was 
just a toddler, and I remember realizing that if I was raising a son 
that loving, I really was doing something right, as a parent. 

When I found out I was pregnant, I worked at a barbecue stand. 
When Crystal and I started talking about my future, she helped me 
look into going back to school. Ultimately, I ended up getting a job 
and a great career through steps I took when Andrew was younger. 
I now work in accounts payable for a local heating and air condi- 
tioning company, and I have been there for about a year-and-a-half 
And I have great job security, as I am the only one in the office 
doing what I do. 

It has been really special and wonderful to look back at all the 
records that I have while in this program. I have a big binder of 
all the work, the pictures, and activities that we did. And it is love- 
ly. I can go back and read all my thoughts and feelings from the 
beginning of my pregnancy to his age of two, when he turned two, 
and that is really special for us, now that he is four, we can go 
back and look at everything. 

I really hope that Congress will continue supporting the 
MIECHV program, which supports great programs like NFP. 
Thank you again for the opportunity to testify today. 

[The prepared statement of Ms. Sucilla follows:] 
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Cgood afternoon (Ih^iirman Reichert, Ranking Member Doggett, and Members of the Su[)committee. 
Thank you for the opportiiniu^ to testify on behalf of the Nurse-Fiimiiy Partnership (NFP) program 
in support of evidence-based home visiting and the Maternal, Infant, and Early Cihildiiood Home 
Visiting (MIECH\y! program. 

My name is Shercnc Suciila, and 1 was a client with the Nurse-Family Partnership program delivered 
by the Yaidma Valley Memoriiii Hospitril in Yiildma, WA, iuid I am the incredibly proud mother of 
my son Andrew who is now 4-years old. As a client, 1 received regular visits about every other week 
from my NH'P Nurse i lomc Visitor, Crystal 'I'owne, starting when 1 was just a couple of months 
pregnant through my son’s second birthday. T am here on behalf of the mothers like me, the 
children like my soti Andrew, atid families like our own, m support of the federal Matertial, Infant, 
and Karly Childhood I lomc Visiting (MIFiCI IV) Program. I am honored to be here today to get to 
thank Chairman Reichert and the Members of this Subcommittee in person for their commitment to 
improving the health and well-being of ciiildren with dedicated funding for evidence-based home 
visitijig programs. This program has meant so much to me and my family, and T know that if every 
mom could be here today to talk about their experience with Nurse-Family Partnersliip, they would 
be, because it is truly a life changing experience to be part of tliis program. 

I grew up in Yakima, WA. Vlien I was 12-years old, I went into foster care and remained there 
tlirough my 18^^^ birthday. In those six ye^urs, I attended seven different schools, and they werenT 
iilways in the same district. This made it difficult to graduate high school on time, since many of the 
credits I received did not transfer from district to district However, through a lot of hard work, 1 
graduated on time, and I am very proud of that While being in foster care isn’t iui experience I 
would wish on children grovdng up, I would say that the experience has shaped who I am today. 

\Xlicn I was younger, my mom wasn’t really a mom. 1 didn’t really have a role model for parenting, 
and 1 knew 1 didn’t want to be the mom tiiat she was. So when T got pregnant, 1 didn’t really have 
anything to go off of - I was really scared. 1 was clueless, and 1 was in this by myself. 

I heard about the Nurse-Family Partnership program through my doctor’s office when I found out I 
was pregnant. Because I was a hrst-rime mom and met the other eligibiliv requirements, they 
referred me to the Yaidma Valley Memorial] Hospital’s NFP program and (irystal. We set up an 
appointment tor Crystiil to come to my home and tiiik more about the program. After our first 
meeting, 1 Imew that this was the right pre^ram for me, and 1 looked forv^ard to our regular home 
Vsits. 

At that point, I was new to evenyliing w hen it came to parenring. But Cr\'stal was a huge help to me 
and my family. She helped me build confidence, and opened doors for me to set goals for my life 
and my family^ She helped me find other services I needed, like dental care, and she would take my 
blood pressure when I was pregnant to make sure I was doing ok. 'OC’Tien I had trouble breastfeeding, 
(iry^stal had a breast pump overnighted to me. At one point when I was nursing, I was afraid my son 
v'asn’t getting enough to grow at a healthy- rate. But Crystal w-ouid bring a scale and we v-ould weigh 
Andrew every- week, and she assured me that he was grovdng well and according to schedule. That 
was the first major moment for me where I felt reassured that I was a good mother — that I was 
getting him what he needed, and then I laiew I could do this. Now, at four y-ears old, I can laugh and 
say that he is tlie tallest Idd in ids class. 
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T was also nervous about his development; like every parent, you want to make sure vour baby or 
child is keeping up with different milestones, and T didn’t know how to assess that. But Crystal 
would bring in questionnaires — called die Ages and Stages Questionnaire or ASQ — to assess his 
development at different poitits in nine, and we would know that his development was on track. 

T remember throughout the program, Crj^-stal would say to me that my son Andrew was a ver\- caring 
person trom a very young age, tuid he really is. 1 Ic was about 13 montlis old when Crystal 
commented on how sweet he was. 1 Ic would give Crystal a hug and actually pat her ofi the back. At 
the end of each visit, she would leave a form with lots of feedback, including highlights frotn tliat 
visit, what our next visit would be about, and reminders of things ! needed to do before our next 
visit. Looldiig back at one of the forms. Crystal mentioned how I "was rnsing such a sweet and 
loving child, that his hugs and pats melted her heart." Crv'stal was able to point out to me these 
different signs he was sliovdng of being a very caring human being even v^hen he v^as a toddler, and 
I remember realizing that if I was raising a son that loving, I really was doing something right as a 
parent. 

When I found out I was pregnant, I worked at a barlieque stand. When (in'stal and I started ti-ilking 
a[)out m)’ future, she helped me look in to going l)Hck to school. Ultimately, I ended up getting a job 
in a great career through steps T took when Andrew was younger. 1 am now working in Accounts 
Payable for a local heating and air conditioning company. T’ve been there for a year and a half and T 
have great job security, as I am the only one in the office doing what I do. 

It’s been really special to look back at the wonderful records that I took of Andrew’s first full two 
3 ^ears of life while in the Nurse-Family Partnership program. I ha\"e a big binder of all of die work, 
pictures, and activities that we did, and I can go hack and read my thoughts and feelings from the 
beginning of my prcgtiancy, to when he first smiled, first giggled, first sat up - every milestone. 
Sharing this with him now when he is 4 years old is so spediil for us, and I know I will have these 
resources if we decide to have ^mother child in die fumre. 

1 would have been pretty lost without this program. Nurse-l'amily Partnership redly gave me the 
opportunity to be a good parent, and dien to realize tliat 1 am good at it, and tliis gives me a proud 
fcchng every day. 1 don’t know what it must be like to be a first-time parent like 1 was witliout tliis 
support, and 1 know there are so many more new moms just hkc me who are in need of tliis 
support, (hysral helped me navigate these rough waters of being a new parent. Flavhng a nurse who I 
could trust with questions about my health when I was pregmint, breastfeeding when I was a new 
mom, child development as my son was growii^, juidlife gods — helped me to be a successfol 
parent. 

the program came to an end for us, I was verj^ sad because I really did look forward to each 
visit. Cr 3 ^stal really beheved in me and encouraged me even' chance she could - enough so that I 
could believe in myself I’m proud of all of iVndrew's growth as well as my own persond growth. As 
T look toward my future, T don’t think my family would be where wc arc today without her support. 

T can proudly say to all of you that T have broken a cycle; while being in the foster system molded 
me in to who T am today, T am happy that Andrew vdll never need to experience that kind of 
instability. 

1 truly hope that Congress will continue supporting the Maternal, Infant, and llarly Cldldhood 
I loine Visiting (Ml I ’.Cl IN’) program, which supports great programs like Nurse- bamily Partnership. 
Thank you, Clhainnan Reichert, Ranking Member Doggett, and the MoinlKrs of tliis Subcommittee 
for tlie oppi»rh.inity to rosrifo today. 


Chairman REICHERT. Great job. Is this your first time testi- 
fying in front of Congress? 

Ms. SUCILLA. Yes. 

[Laughter.] 

Chairman REICHERT. You didn’t even come across nervous. 
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Ms. SUCILLA. I am sweating. 

[Laughter.] 

Chairman REICHERT. So are we. Future congresswoman sitting 
there, I think. 

You know, I just have to make this comment. You did a wonder- 
ful job, and, Ms. Towne, you did a wonderful job, also. And I know 
it is not easy to come before Congress and testify. But the people 
up here are just regular people, we just happen to be sitting in 
these chairs, elected by the folks that we represent. But we all 
come from backgrounds that you might be surprised to hear about. 

You know, I grew up in a home. Ran away from home and from 
domestic violence. And I never became a foster child — ^by the way, 
we are working on some foster care legislation that can help kids 
stay in school and have those records follow, and hopefully stay in 
one foster home, and hopefully, more than anything, get adopted 
and have a family they can call their own. So we are working on 
all of that. And I am sorry you had to go through that, but that 
just fits into everything that this Committee is trying to accom- 
plish. And you are an all-star, as far as we are concerned. 

Ms. SUCILLA. Thank you. 

Chairman REICHERT. Yes. Ms. Lowell, you are recognized for 
five minutes. Microphone? 

Ms. LOWELL. Good, okay. Thank you. 

Chairman REICHERT. There you go. 

STATEMENT OF DARCY LOWELL, CEO, CHILD FIRST 

Ms. LOWELL. So, good afternoon. My name is Dr. Darcy Lowell, 
and I am honored to be here to talk to you today. Thank you for 
this opportunity to testify on behalf of Child First home visiting 
and the MIECHV program. And thank you so much for your sup- 
port of the MIECHV extension; it is so needed. 

I am a developmental and behavioral pediatrician, and the 
founder and CEO of Child First. I also serve as an Associate Clin- 
ical Professor at Yale University School of Medicine. 

Early in my career, I saw the struggles of vulnerable children 
and families firsthand, as they tried to cope with trauma and de- 
pression, homelessness, and hunger. We needed to think about 
intervention in a very different way, and so Child First began. I 
want to give you a feeling for the kinds of families that we work 
so closely with, and that we serve. And here is a little vignette 
about one of them. 

The Child First mental health clinician met a mother at a pedi- 
atric visit for her three-year-old daughter, Maria. The mother was 
severely depressed. She had run from her husband because of ongo- 
ing domestic violence. She and her three children lived in an empty 
apartment without beds or a kitchen table. Little Maria was about 
to be expelled from child care for aggressive behavior. Mom worked 
three jobs, but was still way behind in her rent payments, and the 
family was about to be evicted. She was desperately afraid that she 
would lose her children to foster care. 

The care coordinator learned from the family that they had been 
on TANF, but Mom was no longer receiving a check. She, the care 
coordinator, immediately contacted the Department of Social Serv- 
ices and found out that the check was being sent to her husband 
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in prison. In less than a week, the check was redirected to the 
mother. The family situation improved dramatically. Mom now 
only needed to work one daytime job, and was able to focus on her 
children. The clinician worked psychotherapeutically with Mom 
and Maria together, and also consulted in the preschool. Maria’s 
behavior improved markedly. Mom’s depression lifted. The care co- 
ordinator coached Mom as she worked out a schedule with the 
landlord to pay back rent. The life course of this family changed 
dramatically. 

What we know is scientific research on early brain development 
has clearly demonstrated that growing up with stresses of poverty, 
violence, depression, substance abuse, and homelessness produce a 
rise in stress hormones and other metabolic chemicals that can se- 
verely damage the developing brain and other body systems. This 
may lead to academic failure, serious mental health problems, and 
chronic disease, including heart disease, cancer, and diabetes. 

However, it is now scientifically documented that the presence of 
a secure, safe, nurturing relationship between a parent and a 
young child is actually able to protect the developing brain from 
damage. We must, therefore, provide intensive intervention at the 
earliest possible time. 

Child First works with the most challenged families, targeting 
young children under the age of six who suffer from behavioral and 
developmental problems and abuse and neglect. We take a two- 
pronged approach — based on what we now know, what the sci- 
entific literature tells us — with a team of two professionals working 
in the home. 

First, we must decrease the enormous stress in the environment, 
and help stabilize families. Our care coordinators work with our 
parents to connect them to comprehensive, community-based serv- 
ices and supports, like medical services, safe housing, early edu- 
cation, and literacy. Through this process, our care coordinators 
build the capacity of our parents, and help them to build internal 
organizational skills that enable them to be successful as parents 
and workers. 

Second, we build the nurturing, responsive, parent-child relation- 
ship, because that is what protects the developing brain, even in 
the face of adversity. Our mental health clinicians use Child-Parent 
Psychotherapy to heal these two generations, while they help par- 
ents promote safe environments for their children to grow and de- 
velop, which makes them so ready for school. 

To evaluate our model, we conducted a randomized controlled 
trial with strong, positive results in child language, behavior, ma- 
ternal mental health, and decreased involvement with Child Pro- 
tective Services; and with replication we actually have been able to 
have even better results, with 89 percent of our families improving 
in at least one major area. 

Child First has only the capacity at this time to serve 1,000 chil- 
dren each year in Connecticut, but we know the need is enormous. 
We have replicated through a public-private partnership with the 
Robert Wood Johnson Foundation, especially, and our Department 
of Children and Families. MIECHV has been instrumental in al- 
lowing us to move to eight new cities. This support is so essential. 
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The return on investment is substantial. And though I have no 
time to tell you about it now, I will say that Child First only costs 
about $7,000 a year. And if you have psychiatric hospitalization for 
just three months for one child, it is $130,000. There is major sav- 
ings in multiple sectors. 

I thank the committee most sincerely for your interest and ef- 
forts in support of the MIECHV home visiting program serving vul- 
nerable children and families. Thank you. 

[The prepared statement of Ms. Lowell follows:] 
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Testimony before the Ways and Means Subcommittee on Human Resources 

Funding What Works: Proven Home Visiting Strategies to Improve Child Wellbeing and Support 

Economic Mobility 

April 2. 2014 

Submitted by; Darcy Lowell, MD, Founder and CEO, Child First, Inc. 


Congressman Reichert and distinguished members of the Ways and Means Committee: 

Good afternoon, my name is Dr Darcy Lowell I am honored lo be here today Thank you for the 
opportunity to testify about our efforts to markedly improve the lives of the most vulnerable children and 
families through an evidence-based home visiting program called Child First. 

I am a developmental and behavioral pediatrician and the founder and CEO of Child First. I also serve as 
an Associate Clinical Professor In Ihe Department of Pediatrics and Child Study Center al Yale University 
School of Medicine 

Child First is one of the HHS designated, evidence-based home visiting models within the Maternal. 

Infant, and Early Childhood Home Visiting initiative (MIECHV). We work with the most vulnerable young 
children and families, especially children that suffer from significant menial health and behavioral 
problems Their families have experienced major challenges in their lives. Including depression, domestic 
violence, abuse and neglect, substance abuse, homelessness, unemployment, food insecurity, and 
poverty Currently, Child First operates In fifteen geographic areas throughout Connecticut and serves 
approximately 1.000 families per year The need, however. Is far greater. 

I applaud the Committee's discussion of home visiting models as an important strategy to promote the 
wellbeing of children. The earliest years of our lives are crucial because they set us on paths leading 
toward - or away from - good health and wellbeing While all parents want the best for their children, not 
all parents have the same resources lo help their children grow up healthy We most often think of family 
income, education, neighborhood resources and other social and economic factors, which so dramatically 
contribute to poor childhood outcomes. But even more important are parents' Internal resources, their 
ability to establish strong, stable relationships which nurture and protect their children. 

Child First and other home visibng models have a powerful opportunity lo change the trajeclory of 
children's lives. As home visiting models, we form an important continuum from health promotion for 
families that need only a little, to prevention for families with risk, to early and Intensive intervention for the 
most vulnerable, which is the service which Child First provides. The MIECHV program has been a cntical 
catalyst for stales like Connecticut to develop strong and effective home visiting networks that strengthen 
vulnerable families. By intervening early states can reduce Ihe number of expensive and difficult 
interventions needed down the road, thus saving local, stale, and federal dollars 

Let me tell you the story of Child First. Almost two decades ago. as a developmental and behavioral 
pediaincian at Bridgeport Hospital in Connecticut. I saw firsthand that many of my young patients had 
significant developmental, emotional, and behavioral problems Children were expelled from preschool for 
aggressive behaviors, but there were no mental health services for them Typically, the families of these 
children were struggling with complex issues such as profound poverty, violence, depression and mental 
Illness, substance abuse, and chronic homelessness. The focus was narrowly on Ihe functioning of the 
child, but no one was helping the families address the adversity in their lives. It was clear to me that to 
help the child, we had lo decrease the enormous stress expenenced by their parents Only then could 
they be available to nurture and support their children. And to help the families, we had to engage 
community providers as essential partners - doctors, early education teachers, child welfare social 
workers, and adult mental health providers - to weave a web of supportive services around Ihe family. 
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We needed to create a "system of care," The goal was to foster strong, stable, nurturing relationships 
between parents and children and create a safer and healthier overall environment for the child 

Let me tell you about one of our families: 

The Child First Clinician met a mother through a screening at a pediatric visit for her three year old 
daughter, Maria. The mother was severely depressed. She had run from her husband, with her three 
children, because of ongoing domestic violence. The husband was now in pnson. She lived In an empty 
apartment, without beds, chairs, or a kitchen table, working three Jobs to earn barely enough to pay the 
rent She rarely saw her children. Little Marla was about to be expelled from preschool lor kicking and 
hitting other children, and her two older children, once good students, were failing. She Just had a car 
accident and repaired the car so she could get to work Now she was significantly behind on rent 
payments, and her family was about to be evicted. 

When taking a careful history, the Care Coordinator learned that the family was on TANF. but was no 
longer receiving a check. She immediately contacted the Department of Social Services, and found out 
that the check was sent to the husband in prison In less than a week, the check was redirected to the 
mother The family situation Improved rapidly. Mom only needed to work one daytime job. and was able to 
spend time with her children The Mental Health Clinician worked therapeutically with the mother and 
Maria together, which helped Mom understand the anger, pain, and fear that Maria - and her other 
children - experienced The Clinician also worked with the preschool so that the teacher could 
understand Marla's suffering, and Maria's behavior improved enormously. At the same time, the Care 
Coordinator helped locate furniture donations and coached Mom as she worked out a schedule with the 
landlord to pay back rent. Mom began to feel competent and able The life course of Ihls family changed 
dramatically 

Imjjact of Adversity or "Toxic Stress' on Children 

Today, with the current scientific research, we understand so much more about the direct impact of 
adversity or "toxic stress" on the early development of the brain and metabolic systems in the body The 
members of Ihls Committee may already be familiar with research on ACEs (Adverse Childhood 
Expenences, by Felitti and Anda) and the huge body of research gathered by the Harvard Center of the 
Developing Child. We now know that high levels of stress during early development - like extreme 
poverty, child abuse and neglect, maternal depression and other mental illness, parental substance 
abuse, domestic violence, and homelessness - can produce a rise in cortisol and other chemicals that 
can seriously damage the structure of the developing brain These early experiences can lead to 
chemical changes in the DNA In the nucleus of cells which determine which genes are turned on and off 
(This new field is called "eplgenetlcs ") This may lead to loss of cognitive potential and academic failure, 
senous mental health problems, and chronic disease, including the development of obesity, heart 
disease, cancer, and diabetes. Put simply. If children grow up scared. It will make them sick. 

However, of critical importance is the fact that the research also tells us that the presence of a secure, 
consistent, nurturing relationship with a parent or caregiver Is able to protect the young child's brain from 
Ihls damage, leading to healthy, positive outcomes. With this nurturing relationship, the body does not 
produce those harmful chemicals. 'Toxic " stress becomes "tolerable" stress. But we must remember, 80% 
of brain growth is completed by three years of age The older the child, the more difficult it Is to change 
brain structure, and the greater the expense. We must, therefore, provide intensive Intenrentlon at the 
earliest possible time. This is the work of Child First 

Serving Two Generations 

One element that makes Child First unique in its home visiting approach is that the home visiting team 
works with both the child and the parent(s). The Clinician provides psychotherapeutic intervention to 
parents and children together (indeed the "relationship is the patient"), while parents receive added 
sen/ices around their own depression, anxiety, or parenting challenges The Care Coordinator provides 
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hanas-on assistance to help children access high quality childcare and early intervention services, while 
they help parents find housing, food, clothing, job training, and other supports necessary to return to a 
safer and more functional anvironment When the parents' mental health needs and social supports are 
being addressed, they can engage in more meaningful and healthy ralatlonships with their children. 

Two-Pronged Approach tor Families 

Based on the science. Child First developed a two-pronged approach to intervention, with its two membei 
professional team working together with the child and family In the home: 

1 ) Care coordination; A Bachelors' level Care Coordinator works with the parents or caregivers to 
connect Ihem to comprehensive, community-based services and supports for all members of the 
family. This directly decreases the stress experienced by the family (e g . food pantnes. medical 
services, domestic violence services, safe housing, parent support groups>. while simultaneously 
connecting them with giowth-enhanong services (e g., quality eaity care and education. IDEA Part C 
early intervention services, adult literacy) In this process, our Care Coordinator is not just making 
referrals to services; she Is building the capacity of the parent, helping her to build internal 
organizational and executive function skills that will enable her to be successful as a parent and as a 
member of the workforce. 

2) Psychotherapeutic and psycho-educational Intervention: A Master's level, licensed Mental 
Health/Oevelopmental Clinician facilitates the development of a nuitunng, responsive caregiver-child 
relationship using Child-Parent Psychotherapy (CPP - developed by Alicia Lieberman and Pabiaa 
Van Horn). This remediates the effects of adveisity and trauma while developing a secure 
attachment, which protects the brain from the toxic effects of stress At the same time, the parent or 
caregiver learns to create a safe, growth-promoting environment where the child can explore, master, 
and learn This is the foundation for child wellbeing and tor school readiness and a critical strategy to 
close the achievement gap. 

We have found that this two-pronged, two-generation approach works synergistically - the sum is so 
much greater than its component parts. Beginning "where the family is" and addressing concrete needs 
helps families feel heard, builds trust, and stabilizes them This decrease In stress allows parents to begin 
to build a new. supportive, protective, and nurturing relationship with their child, promoting child emotional 
growth and cognitive development This is the foundation for child weltbeing and for school readiness 

Services Families Receive 

Child First serves children ■ horn the prenatal penod to age E years of age - and their families In the 
home. Children most often suffer from emotional/behavioral or developmentairieamlng problems, and 
families face multiple life challenges, especially the experience of trauma, which interfere with their ability 
to nurture and support their children's development. Many families are involved with child protective 
services. Referrals come from a broad array of community partner agencies, serving both children and 
adults, and from families themselves. 

Essential components of the Child First intervention include: 

• Engagement: Our families are extremely wary, often mistrusting the social service system. Our 
initial goal is to build a relationship of trust and respect with the family Only with this engagement 
can true work be accomplished. 

• Comprehensive assessment Through engagement and partnership with the family, we develop 
an initial understanding of the family history, functioning, strengths, needs, and priohtles 
Continued assessments allow us to gauge family progress and reflect on ways to improve 
services for the family. By analyzing Child First cross-site outcomes, we are able to continuously 
refine and improve our services. 
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• Plan of Can: Our learn partners willi the family to develop a Child and Family Plan of Care, 
which is a blueprint for the therapeutic Intervention and Includes comprehensive supports and 
services for all family members. 

• Psychotherapeubc intervention: The Mental Healih Clinician provides a two-generation home- 
based parent-child psychotherapeutic and psycho-educational intervention using Child-Parent 
Psychotherapy, a trauma-informed evidence based treatment. 

• Mental health consultation in early care and school settings: The Mental Health Clinician works 
with teachers and childcare providers to understand the child's challenging behavior in the early 
education environment and develop strategies and supports that lead to healthy emotional 
development and effective learning. This very frequently extends to other children in the 
classroom 

• Care coordination The Care Coordinator provides coordinated, hands-on assistance to connect 
all family members with community-based services and supports. 

• Executive functioning: The work of both the CItnIclan and Care Coordinator help the parent with 
essential skills in self-regulation, organization, planning, and problem solving, which prepare her 
to engage in further education or enter the workforce. 

Child First Collaborates with the Early Childhood Community 

An rmportani component of the Child First model Is its collaborative relationship with other providers 
within the community. For Child First to be most effective. It must be embedded wilitin an early childhood 
continuum of care, serving the highest risk families, with oversight by an Early Childhood Community 
Advisory Board. Refenals most often come from other providers throughout the community who are 
seriously concerned about either the risks In the child's environment or the child's behavior These 
partners include pediatric primary care, early care and education. IDEA Part-C early intervention, 
domestic violence, child welfare, and home visiting (e g.. Parents As Teachers, Nurse-Family Partnership, 
Healthy Families. Early Head Start) among many others. Furthermore, these early childhood and adult 
community providers are an Invaluable resource for the Child First families, with connections ensured by 
the work of the Child First Care Coordinators 

Evidence-Based Model Based on Research Results 

Child First conducted a randomized controlled trial (RCT - published in Child Development In 20 1 1 ') to 
determine the effectiveness of the model With the same high risk population that we currently serve, the 
Child First Intervention group demonstrated strong positive outcomes as compared to the Usual Care 
Control group. 

Specific findings at 12 month follow-up include: 

• Child Rrst children were 68% less likely to have language problems 

• Child First children were 42% less likely to engage in aggressive and defiant behaviors. 

• Child First mothers had 64% lower levels of depression and/or mental healih problems 

• Child First families were 39% less likely to be Involved with child protective services, (which were 
sustained at 33% at three years). 

■ Child First families had a 98% increase in access to community supports. 

Child First Replication 

Our goal was to replicate Child First throughout the state of Connecbcut, so that we had an affiliate Child 
First program in each of the Department of Children and Families (DCF) geographic areas, to meet the 
needs of these veiy vulnerable children. Although we are extremely pleased that we now have 15 sites 


low^l. D.i.. Carter, A.S., Godov. U. Paulicm, &.. Brigts^Gowart, M.i. (2011 1. A Randomiied Controlled Trial of Chikt FIRST: A Comorehensive. 
Home*Based intervention Translating Research intoCarly Childhood Practice. Child Dtvtiotmtnt. U(l), 19}-208. 
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and 40 learns, with a footprint in each DCF Area, we are unable to meet the OemaiiO for services - with 
long wailing lists at all our affiliate agencies - and almost 50% of Ihe towns In Connecticut not covered si 
all- The need for this service in Connecticut is enormous. But, Conneclicul Is nol alone in ils battle to 
provide needed services to young children with mental health problems and extremely challenged 
families. In fact. Child First has been contacted by over 25 other states interested in replicating our model. 

Training for Child First Clinicians and Care Cpordinators 

In order to ensure Ihe same excellent results that we obtained with our randomized trial, intensive training 
and ongoing consultation and technical assistance are essential. We are working with families who have 
Ihe most senous and costly problems. There is no easy fix.’ All new Child First affiliate agencies 
participate in a Learning Collaborative to learn Ihe Child First model. This is a year-long process In which 
a minimum of twelve teams from four to six agencies implementing Child First learn Ihe model together, 
using the most recent expertise with regard to adult learning. This entails a minimum of four multi-day, on- 
site trainings, as well as distance learning using video conferencing, on-line training, readings, and 
observations. A critical element of Ihe learning process is the use of weekly/biweekly reflective clinical 
consultation, provided to each site by a Child First senior clinical consultant for a full year. 

PataAnalysisand^ puteomes 

How do we know that Ihis Intervention is actually working? We have collected both Implementation and 
outcome data within our cross-site data systems from the onset of services, and required that all our 
affiliate sites meet ngorous benchmarks and fidelity standards. We are very pleased to report that our 
results have surpassed those in our original RCT with 89% ot our families improving in at least one major 
area. For example, 87% of children improved in either social competence or behavior problems: 80% of 
caregivers experienced decreased depression. We are now Intensifying our data analysis and hope to 
follow our children and families longitudinally to obtain data about long-term effectiveness and return on 
Investment- 

Funding Sources 

Replication of Ihe model In Connecticut was initially supported by a public-private partnership 
Philanthropy has played an essential role with over $7.7 million coming from the Robert Wood Johnson 
Foundation and more than $2.5 million from state and local philanthropy, including Ihe Grossman Family 
Foundalion and more than 20 other funders. The Connecticut Department of Children and Families has 
contributed significantly since FY2010. now providing ongoing funding of $4.4 million annually supporting 
nine affiliate agencies MIECHV funds are providing $3 million annually to Connecticut to support our five 
newest sites in extremely high need cities, with expansion in three others. This funding has been cniical 

Given Ihe demand tor services, we hope that we will be able to become part of the State Medicaid Plan in 
order to leverage Ihe current state expenditures and bong significant federal matching dollars to 
Connecticut. With this strategy, we hope to expand our reach so that any Connecticut child has Ihe 
possibility of receiving our help. We are exploring this option with DCF and Ihe Department of Social 
Services. 


Cost-Sayings 

The implementation of Child First can lead to dramatic cost savings. The Stale of Connecticut Is taking a 
proactive stance to prevent serious mental health, physical health, and academic problems, which are not 
only costly to Ihe slate now, but will dramatically escalate in cost in later years if not addressed. Child 
First has Ihe potential to save the state millions of dollars if implemented broadly The areas in which we 
see substantial savings are related not only to Ihe child, but to the parents as well. They include child 
welfare (assessment, treatment, and foster care), special education, psychiatric and substance abuse 
Irealmenl, emergency room usage and hospitalizations, and incarceration, among others. In fact an initial 
cost-benefit analysis Indicates that within a single year of implementation (with federal Medicaid funds 
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supporting 25% of cost), tlie Child First intervention is cost neutral for the Stale of Connecticut. 
Furthermore, the Impact on the parent is significant, with increased capacity to enter the workforce and 
therefore reduced costs of TANF. Medicaid, and other federal and stale assislance 

The cost of Child First services for a family of four is about $6,900 (with vanation due to salaries and 
travel lime). The cost for residential treatment for psychiatnc disturbance for a single child for a year Is 
about $115,000 If the child needs psychiatric hospitalization for Just three months, it can cost $130,000 
Foster care costs more than $17,000 per year for a single child. Special education services for language 
delay cost $16,600 per child. The return on investment Is very substantial, 

Recggnjtipn 

Child First has been recognized by the Coalition for Evidence-Based Policy and the Social impact 
Exchange, and highlighted by the Harvard Center on the Developing Child, the Pew Home Visiting 
Campaign, Zero to Three, the National Conference of Stale Legislators, the American Hospital 
Association, and the Connecticut Hospital Association. 

Conclusion 

Mr. Chairman, you and your Committee members understand the impact that child abuse, poverty, and 
domestic violence have upon children and families Thanks to cutting edge research, we now have 
essential knowledge about brain science and the Impact 'toxic stress' has on children and the adults they 
will become, if it is not diagnosed and effectively treated. That said, we can and should take a 
comprehensive approach that envisions a culture of health for all families and especially for our most 
vulnerable children and families This means we must include prevention in all of our efforts. 

We have the research and knowledge We must act on it: 

• Intervene during the earliest years when the brain is most rapidly developing 
■ Utilize a broad, two-generation approach: 

□ Focus on the development of a nurturing parent-child relationship as fundamental to 
protecting the child from adversity. 

a Weave a web of comprehensive, supportive services for chiidren and their families, 
decreasing the stress and improving parentai capacity and stabiiity. so that all family 
members can thrive. 

• Build comprehensive early childhood systems that provide a continuum of care, so that each 
family has the opportunity to receive the unique level of support and services essential for healthy 
outcomes. 

Child First continues to work diligently to achieve excellent outcomes with the most vulnerable children 
and parents. I thank you and your Committee for your support of home visiting programs and your interest 
in the wellbeing of vulnerable children and the economic stability of their parents 

Thank you so very much for this opportunity to appear before the Committee 

With warm regards, 

Darcy Lowell. MD 

Contact Information: 

Darcy Lowell. M.D., CEO. Child First. Inc. 

E-mail: darcylowel|@childfirst com 
Telephone (203) 538-5222 

Address 917 Bridgeport Avenue. Shelton. Connecticut 06484 
wwwj:h!ldflrs1.coir| 
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Graphs of Outcomes 
1 and 2, Oct 2011 - Sept 2013 


Improvement by Areas 

Of those children and parents who 
had problems at baseline, this 
graph shows the percentage that 
had clinical improvement in each 
area. 

Overall 88.6% improved in at least 
one areas, 69.4% improved in a 
least two areas, and 54.1% in at 
least three areas 


% of Families Showing Improvement at Discharge 
(Among those with problems at baseline) 



CHILD OUTCOMES 


CHIU) LANGUAGE 
(ASQ Communications) 

Children with language delay at 
baseline showed strong 
improvement. 

p<0.0001 

Effect size: Cohen's d=1.06 


ASQ Communication with problems 
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PROBLEM BEHAVIORS 

(PKBS-2 or BtTSEA) 


Problem Behaviors (PKBS or BITSEA) 


Children that presented with 
problem behaviors at baseline 
showed strong improvement 

p<0.0014 

Effect size: Cohen's d^.BB 


2.S0 



■ ■ Problem 

Behavior (PKBS 
or BtTSEA) with 
problems 


0.00 — 

Baseline Outcome 


PARENT OUTCOMES 


MATERNAL DEPRESSION 

(CES-D) 

Mothers that presented with 
depression at baseline showed 
strong improvement. 

p<0.0001 

Effect size: Cohen's d^a.O? 


Maternal Depression (CES'D) 
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Maternal 
Depression 
(CES-D) with 
problems 
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Outcome 
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CHILD FIRST OUTCOMES 
Cohorts 1 & 2, April 2010 - September 2013 


HIGHLIGHTS: Outcome Data Artalysis 

Outcome data Is provided for the entire period of time that families were receiving services. We are 
presenting total combined data for Cohorts 1 and 2 for the period of April 2010 - September 2013. All 
data is analyzed by the Research and Evaluation Team at the University of Connecticut Health Center 
(UCHC) and reported back to the Child First Central Program Office (CPO) every three to six months. 


BaseNnedata at intake for Cohorts 1 and 2: 

* 96.2% of parents scored positive on the Life Stress Checklist (L5C) and 
83.1% of children were reported to have experienced at least one traumatic event 
(TESI ' a serious accident, child abuse or neglect, witnessed violence, etc.). 

* Streu and depression: 70.7% of parents scored positive for parental stress (PSI) and 43.1% for 
maternal depression (CES-D) 

» Emptipnaiybehavioral problems: 69.1% of children scored positive for behavior problems and 49.4% 
had impairment in social skills/competence, with 78.2% having impairment in either behavior or 
social skills (BITSEA or PKBS-2). 

* Language and other developmental issues: 48% were identified with developmental Issues (ASQ). 
Specifically, 25.6% had delays in language and 26.3% had delays In cognition. 


Overall Improvement: 

Data was analyzed to see what percentage of our children and families improved by at least 8% 
(representing a clinically significant change) in at least one important measure. All scores were 
converted to T scores for this ar>alysts. 88.6% of children and families showed improvement in at least 
one area, 69.4% in at least two areas, and 54.1% in at least three areas. 


Improvement by Domain: 

Data was analyzed to determine if there was statistically significant change in functioning from baseline 
to discharge scores in those children or parents who presented with problems in each of the key areas 
targeted for improvement. Child First has continued to show very strong outcomes (as expected by the 
results of our randomized controlled trial) when evaluated across all Cohort 1 and 2 replication. 

For each domain, we report: 

a) % of those with baseline problems that showed at least an S% improvement. 

b) p value or statistical significance of the finding, reflecting the certainty that these are real, not 
chance results. A p<.0S is considered a "statistically significant" finding. (e.g., p<.05 means that 
there Is a 1 in 20 possibility that this finding was by chance.) In most cases, our p values are 
pc.OOOl, meaning that there is only 1 in 10,000 that this finding was by chance. 

c) Cohen's d or "effect size," reflecting the magnitude or importance of the effect that we have 
had on the outcome (0.2 is small, 0.5 Is moderate, .8 is large, and 1.0 is very large). In most 
analyses, our effect size is large to very large. 

Outcomes: 

* Emotional/Behaviorol Problems or Social Competence among all children with problems at baseline 
(measured by BITSEA or PKBS-2): 

o Problems In behavior or social sklHs/competence: 87.0% Improved 
o Bmotionol/behavioral problems only: 
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(a) 66.8% improved 

(b) Statistically significant improvements from baseline to discharge (p<.0014) 
fe) Moderate to large effect site; (Cohen's d=0.68) 

o Social skills/competence impairment only: 

(a) 74.4% improved 

(b) Statistically significant improvements from baseline to discharge (p<.0001) 

(cl Large to very large effect site: (Cohen's d=0.97) 

Language or Cognitive Development among children with problems at baseline (measured by ASQ)' 
o Developmental problems in any domain of the ASQ; 98.8% improved 

in Problem Solving: 83.3% improved, with Cohen's d of 1.12 and ps.OOOl 
^ In Communication: 77.8% improved, with Cohen's d of 1.06 and ps.OOOl 
in Personal Social Skills: 81.3% improved, with Cohen's d of 1.01 and p<.0001 
in Gross Motor skills: 91.7% improved, with Cohen's d of 1.42 and pc.OOOl 
♦ in Fine Motor skills; 83.3% improved, with Cohen's d of 1.12 and p<.0001 

Maternal Depression or Stress among all parents with problems at baseline: 
c Maternal depression (measured by CSS-D): 

(a) 80.0% improved 

(b) Statistically significant improvements from baseline to discharge (p<.0001) 

(c) Very large effect site; (Cohen's d=1.07) 
o Parenting stress (measured by the PSI); 

(a) 85.9% improved 

(b) Statistically significant improvements from baseline to discharge (p<.0001) 

(c) Very large effect site: (Cohen's d=1.00) 

Parent-Child Relationship among oil parent-child dyads with problems at baseline (using CCIS): 

(a) 79.9% improved 

(b) Statistically significant improvements from baseline to discharge (p<.0002) 

Lc) Very large effect site: (Cohen's d=1.12) 

Community relationships; All Child First sites have active Community Advisory Boards made of 
diverse groups of early childhood and young adult (parent) stakeholders. Cohort 1 has reported 73 
referral sources since October 2011. 

Referrals and families served: Many more referrals are made to Child First than we are able to 
serve. Each site of two teams is only able to serve a maximum of 52 families per year. Therefore, 
families must be prioritiied based on intensity of need. In addition, DCF cases are given priority. 
Frequently, families with lesser needs must be triaged to other, often less optimal, services. Other 
families are connected to Interim support services but remain on our waiting list, 
o For Cohort 1, 1098 families were referred; and 820 families served from October 2011 - 
September 2013. For Cohort 2, 335 families were referred, and 211 families served from May 
2012 - 5eptember 2013. 

o Over the past year, for Cohort 1. 78% of Child First families received their first visit within 2 
weeks of being assigned the case; for Cohort 2, 90% of Child First families received their first 
visit within 2 weeks of being assigned the case, 
o As of 2/28/14, there were 140 children on waitlists. 
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STATEMENT OF JON BARON, PRESIDENT, COALITION FOR 
EVIDENCE-BASED POLICY 

Mr. BARON. Thank you, Chairman Reichert, Members of the 
Subcommittee. I appreciate the opportunity to testify about 
MIECHV on behalf of the Coalition for Evidence-Based Policy. The 
Coalition is a non-profit, non-partisan organization that has no af- 
filiation with any programs or program models, and we have no fi- 
nancial interest in any of the policy ideas that we support. 

We strongly support reauthorization of MIECHV. MIECHV rep- 
resents an important new and bipartisan approach to social spend- 
ing, in that it uses scientific evidence of effectiveness as a central 
factor in determining which activities to fund. As a result of this 
evidence-based approach, MIECHV is funding the large-scale im- 
plementation of some home visiting program models that, as I will 
discuss in a moment, have been rigorously demonstrated to produce 
major long-term improvement in the life outcomes of at-risk chil- 
dren and mothers. 

MIECHV’s evidence-based approach is bipartisan in origin. The 
Bush Administration’s 2007 pilot, for example, directed HHS to 
“ensure that states use the funds to support home visiting program 
models that have been shown in well-designed, randomized, con- 
trolled trials to produce sizeable, sustained effects on important 
child outcomes, such as abuse and neglect.” Randomized trials are 
considered the most rigorous evaluation method. 

Similarly, the full MIECHV program, implemented under the 
Obama Administration, directs HHS to allocate at least 75 percent 
of the program’s funds to “evidence-based home visiting models,” 
and uses a slightly different but still rigorous standard to deter- 
mine what qualifies as evidence-based. 

Why does this matter? Because rigorous studies have found great 
variation in the effectiveness of different home visiting program 
models. At one end of the spectrum, for example, is the nurse-fam- 
ily partnership, which provides nurse home visitation services to 
low-income, first-time mothers. This model has been shown in 
three well-conducted randomized trials to produce major, long-term 
improvements in participants’ life outcomes, such as a 20 to 50 per- 
cent decrease in child maltreatment and hospitalizations, and an 8 
percent higher grade point average through elementary school for 
the most at-risk children. And, in one trial, a $13,000 reduction in 
families’ use of welfare, food stamps, and Medicaid, that more than 
offset the program’s cost. 

At the other end of the effectiveness spectrum, for example, is 
the Comprehensive Child Development Program, which was a 
1990s HHS home visiting program in which trained para-profes- 
sionals provided home visits to families with young children, de- 
signed to teach parenting skills and connect families with commu- 
nity services. This was a well-intentioned and a well-implemented 
program. But when evaluated in a rigorous, randomized trial, it 
unfortunately was found to produce no effects on any of the hoped- 
for outcomes, including children’s cognitive and social development, 
child health, and parents’ economic self-sufficiency. 

More generally, two recent, impartial reviews that examined 
which home visiting models had rigorous evidence of policy-impor- 
tant impacts on child maltreatment and other key outcomes found 
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several models to be effective or promising, including the two that 
we have heard from today, but a larger number to produce no 
meaningful effects. That pattern is not unique to home visitation. 
In almost every field in which rigorous trials are conducted, includ- 
ing medicine, business, and K-12 education, the effective interven- 
tions are almost always found to be outnumbered by interventions 
producing weak or no impacts. 

What this means is that if MIECHV were to allocate funds the 
usual way, without regard to rigorous evidence, it would primarily 
be funding program models that produce no meaningful impacts, 
and might miss the opportunity to scale up the few effective models 
that can improve people’s lives in an important way. As I describe 
in my written testimony, MIECHV’s evidence-based design has suc- 
ceeded, in part, in focusing funds on the subset of effective models 
and, for example, is funding national implementation of the Nurse- 
Eamily Partnership, as well as the scale-up of other effective evi- 
dence-based models, like Child Eirst. We believe this is a very im- 
portant achievement. 

We also suggest a modest legislative revision in my written re- 
marks to close a loophole that has allowed some of MIECHV’s 
funding to go toward ineffective models. I would be happy to dis- 
cuss this further, if of interest. 

[The prepared statement of Mr. Baron follows:] 
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Statement of Jon Baron 
President, Coalition for Evidence-Based Policy 

House Committee on Ways and Means, Subcommittee on Human Resources 
Hearing on the Maternal, Infant, and Early Childhood Home Visiting Program 

April 2. 2014 

Chairman Rcichcrl. Ranking Member Do^cit, and Members of the Ways and Means Subcommiilcc on 
Human Resources. 

1 appreciate the opponumly to testify on the Maternal. Infant, and Early Childhood Home Visiting 
Program (MIECHV) Program. As brief background, the Coalition for Evidcncc-Bascd Policy is a 
nonprofit, nonpartisan organisation, established in 2(Kil . We work with federal ofTicials to increase the 
clTcciivcness of government social spending through rigorous evidence about '‘what works,” and the core 
ideas wc have advanced have helped shape cvidcncc-bascd reforms cnacicd mto law and policy dunng 
bolh Uic Bu.<;h and Obama Administrations. W'c arc not afTiltalcd with any programs or program models, 
and have no financioi imeresi m any of the policy ideas we support, so wc $ct\'C as a neutral, independent 
resource to policy officials on evidence-based programs. Our work is funded primarily by national 
philanthropic foundations. 


Brief overview of my testimony 

suvftgly recommetiJ reaulhoNzation of MiliCH\^for the following reasons: 

• MIECHV represents an important, bipartisan departure from the usual approach to soctal spending: If 
uses scientific evidence of effectiveness as a mam factor in determining which ociivities to fund. 

• This evidence-hasfkl design h important because there Is great variation In the effectiveness of 

different home visiting program aclivittes ( '^models Rigorstus studies have identif ied several models 

that produce major improvements in the lives of children and mothers such as 20-50% reduciions in 
child malircaimeni a.v well as a larger number of models that produce no meaningful effects. 

• MILCHV's evideaco-hased design has succeeded, in pan. in focusing funds on the subset of 
effective models: and. with a fe)s' motle&t revisions, it could do even better. 


1. MIECHV represents an important, bipartisan departure from the usual approach to social spending: 
it uses scientific evidence of effectiveness as a main factor in determining which activities to fund. 

A. The usual approach: Most large social programs are set up as funding "faucets” providing 
monetary support to a diverse array of state/local activities with little regard to evidence 
about which are effective. This is true, for example, of federal programs like Head Stan. Title I 
at the Department of Education, Foster Core, and the W'orkforcc Investment Act. By design, such 
programs allocaic large streams of money to stale and local agencies - sometimes through a 
funding formula, sometimes through competition to support a wide range of activities. Rigorous 
evidence about which aciiNilTcs are effective or ineffective has little soy in which activities gel 
funded. 
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B. The problem with this approach: Activities that produce weak or no effects may get funded 
in perpetuity under these faucets, whereas highly effective activities may never be funded. 

C. MIECHV is different: In both the Bush Administration's 2007 pilot, and the full program as 
implemented in the Obama Administration, rigorous evidence has been a central criterion 
used to allocate funds. Specifically, Ihc pilot for MIECHV, os proposed by Prcsideni Bush and 
enacted by Congress in 201)7, directed the Dcpartnieni of Health and Human Services (HHS) to 
"ensure that Slates use the funds to support [home visiting program] models that have been 
shown, in well-designed randomized controlled uials, to produce si/cablc, sustained cfTccts on 
imponaiu child outcomes such as abuse and neglecL**' Well-designed randomized controlled 
trials ore widely considered die sircmgcsl scientific method for esaluuting the cncctivcncss of a 
program or project. 

Similarly, the full MIECHV program, os proposed by President Obama and enacted by Congress 
in 2Ul(), directs HHS to allocnlc at Ic;lsi 75 percent of the program's funds to "cvidencc-based" 
home visiting models. The Aill program uses a slightly dilTcrcnt, but still rigorous, standard to 
dcicrmiDc what qualifies as cvidcoce based It also allows up to 25 percent of the funds to support 
the implementation of promising new home visiting models, coupled with a requirement for a 
ngorous cvalualiou to determine whether they really work. If found cfTcctivc. these new models 
can qualify as evidence based, thereby building the number of proven models over time that are 
eligible for the larger funding amouuts. 

II. Why il matters: Rigorous studies have identified several home visiting program models that are 
highly effective, as well as a larger number that are not effective. 

Rigorous evaluations, by measuring program models' true effect on objectively important outcomes 
such as child maltreatment rates, children's cognitivc/cducalional development, and family income, arc 
able to distinguish those that produce sizable cfTecls from those that do not. 

A. Home visiting models found highly effective in rigorous evaluations include: 

1. Nurse-Family Partnership: Rigorously shown to reduce child maltreatment by 20-50Vo 
and, for the most at-risk children, improve educational outcomes (e.g., 8% higher 6PA). 

The Nurse-Family Partnership (NFP) is o nurse home visitation program for low-incomc. 
firsi-timc moihcrs. NFP has been shown in three wcll-conductcd randomized controlled U'lah 
to produce major, long-term improvements in participants' life outcomes, such os: (i) 20-5ii% 
reductions in child abusc/ncgicct and mjurics; (ii) li)-20% reductions in mothers' subsequent 
births dunng their late teens and early twenties; and (iii) sizable improvements in cognitive 
and educational outcomes for children of the most at-risk mothers (e.g., higher reading 
and math grade point averages in grade 1-6). 

In addition to these bcncllts. recently-published reports from the ongoing U'ial in Memphis, 
Tennessee show. 1 2 years after the women gave birth, a $ 1 . 1 1 3 reduction in annua) government 
spending per woman on welfare, food stomps, and Medicaid during the 12 years. As a result, 
the total discounted government savings over the 12 years (SI 33^0} more than olTsct the 
program’s cost (SI 2,493).* 

2. Child FIRST: Rigorously shown to reduce suspected child maltreatment by 83% and to 
reduce early childhood conduct and development problems by 40-70%. 
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Child FIRST (Child and Family Inicragcncy Resource. Suppon. and Training) is a home 
visiialion program for low-income families with young children a( high risk of emotional, 
behavioral, or developmental problems, or child maltrcaimenu Families arc visited in ibcir 
homes by a trained clinical team consisting of a master’s level developmental/ mental health 
clinician, and a care coordinator. 

Child FIRST has been evaluated in a wcll-conducicd randomized controlled trial with a sample 
of 157 Families, carried out in Bridgeport. Connecticut. At the one-year follow-up. the study 
found 40-70% reductions m serious levels of (il child conduct and language development 
problems, and (ii) mothers' psychological distress. At (he three-year follow-up, the study found 
a 33% reduction in families' involvement with child protective services (CPS) for possible 
child maltreatment. 

B. Such examples of effectiveness are a subset that have emerged from testing a larger pool; some 
other rigorously-evaluated home visiting models have been found to produce few or no effects. 

1. Example: HHS’s Comprehensive Child Development Program - a 1990s paraprofessional 
home visiting program found to produce no meaningful effects on participants’ lives. In 
Uiis program, irained paraprofcssionals provided home visits to families with young children, 
designed to teach parenting skills and connect families with community sen iccs. HHS 
sponsored a large randomized controlled trial of the program, with a sample of 4410 families at 
21 projects sites. At the five-year follow -up. the study found the program was well- 
implemented. yet unfortunately produced no clTccts on the hoped-for outcomes, including (i) 
children’s cognitive and social development, (ii) child health, and (iii) parents’ economic self- 
sufficiency.' 

2. More generally: Two recent, impartial reviews of the home visiting evidence found several 
models to be effective or promising, but a larger number to produce no important effects. 

One of the reviews, conducted by our organi/alion. examined home visiting studies identified 
by HHS as high quality randonii/cd controlled trials, to see whether these studies found 
staiistically-significant effects that w'crc of policy or practical importance. The review found 
three models whose evidence provided "strong" or "medium" confidence (hat the model 
produced imporiani improvements in participants' lives, and four others whose evidence 
provided “low" confidence/* 

These findings arc consistent with a separate 2<Miy evidence review by MacMillan ct al., 
published in Vhe Lctncei. which found that: "Despite the promotion of a broad range of early 
childhood bome-visiiing programmes, most of these have not been shown to reduce physical 
abuse and neglect when assessed using |nindonii/cd controlled trials! .... Two programmes, 
the Nurse-Family Partnership developed in ihe USA and the Early Stan programme in 
New Zealand hove, however, shown significant bcncfiLs.' 

3. This pattern, in which only a minority of rigorously-evaluated approaches are found effective, 
is not unique to home visitation but occurs in most fields where rigorous trials are conducted, 
such as medicine, business. K-1 2 education, and cmploymcnl/lraining policy ^ 

C. Thus, if MIECHV were to allocate its funds the usual way - without regard to rigorous 
evidence - it would likely produce only weak effects, because the impact from the cffcciivc 
models that aa* funded would likely be diluted out by the lack of impact from the majoriiy of 
models. 
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III. MIECHV's evidence<based design has succeeded, in part, in focusing funds on the subset of 

effective models: and, with a few modest revisions, it could do even better. 

A. As an example of MIECHV's evidence focus: roughly two*thirds of its 2013 grant awards are 
funding implementation of NFP the model with the strongest evidence of effectiveness, as 
described above. Another model - Healthy Families America, which has a weaker evidence base - 
is also being funded in about Iwo-lhirds of the grants/ (The fraction of MIECHV funding going 
toward NFP is Ukcly to be lower than iwo-ihirds since ibc large majority of grantees using NFP arc 
also implcmcniing other models.) 

B. We believe this is a major achievement and, based on the evidence cited above, likely to 
produce important improvements in the lives of thousands of at-risk children and mothers. 
To conflnn whether such cfTccts occur, HHS has commissioned a large nindomi/cd evaluation of 
NFP and three other home visiting models being widely implemented under MIECHV The study 
will be able to confimi whether NFP eontmucs to produce the sizable impacts found in prior 
research; il will also dclcnninc wbcliicr the other models arc able to achic\'c such impacts. 

C. To further strengthen MIECHV’s evidence focus, we recommend modest revisions in the 
statute's standard for determining whether a model is “evidence based." For c.xampic. the 
current standard, as set out in the authorizing statute and implemented by HHS. focuses on 
whether rigorous evaluations have found dial the model produced suuisticaUy-signifivant effects, 
but not on whether these effects have policy or praciical importance. This has opened a loophole, 
allowing several models to qualify as cNidcncc based solely on the basis of slalistically- 
significant eilccts. even if those effects were (i) on trivial outcomes: (ii) so small in si/e as to be 
Dfliillc practical importance; or (iii) likely to be chance findings (c.g., because the studies 
measured a large number of outcomes). 

As an_ill.usiraiive_c.xamp.les: 

• MIECHV identified the HcalUiy Steps home visiting model as "evidence based" based on 
very small, short-term cn'ecis, such as a siatistically-signincani increase in die percent of 
mothers bringing their child for a doctor visit at one month of age from 95% (for the 
control group), to 97% (for (he ircaimcni group). The effects, found in a wcll-conducicd 
randomized (rial, reached statistical significance only because the trial had a \ery large 
sample. Meanwhile, (he trial found no cHccls on any of the more final, policy-important 
outcomes that it measured (e.g.. child behavior, development, social skills, and 
healih''safeiy at age 5-6).^ 

• MIECHV identified the Parents as Teachers home visiting model as "evidence-based" 
based on four randomized trials that, as described in HHS*s evidence review, measured a 
total of 208 outcomes and found (i) 5 siatistically-significam positive cffccis (e.g., on child 
competence in playing with a new toy); and (ii) 6 staiisiically-significant adverse cffccis 
(e.g.. on mothers’ acceptance of child behavior).’ Such effects - both the positive and 
adverse - could easily have appeared by chance given the large number of outcomes 
measured."^ Thus, a reasonable imcrprctaiion of these findings is that the program produced 
no important effects one w ay or the other. 

We believe (hat modest revisions to MIECHV’s evidence standard could close this loophole and 
strengthen MIECHV's focus on models rigorously shown to produce important improvements in 
participants* lives. As one possible approach, MIECHV might borrow elements of the evidence 
standard used in the Department of Education's evidence-based Investing in Innovation program. 
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Thai program requires evidence from scicnlincally rigorous studies ihai the program model has 
*‘o sHiUslicatly si^mpeani. \uhstanual. and important effect on improving student achievement or 
sntdent growth, closing achievement gaps, decreasing dropout rates, increasing high school 
graduation rates, or increaiing college enmllmenf ami completion rates” A similar standard 
could be used in MIECHV. with approprioie adaptalions (including a diiTcrent set of policy- 
important outcome measures tailored to home visiting as opposed to K>I2 education). 

IV. Conclusion: We strongly support the reauthorization of MIECHV, and would welcome an 

opportunity to work with the Committee on steps, such as the above, to further strengthen the 
program as the reauthorization process goes forward. 
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Chairman REICHERT. Thank you, Mr. Baron. 
Ms. Kilburn, you are recognized for five minutes. 
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STATEMENT OF REBECCA KILBURN, SENIOR ECONOMIST, 
RAND CORPORATION 

Ms. KILBURN. Chairman Reichert, Ranking Member Doggett, 
and Members of the Subcommittee, thank you for the opportunity 
to testify today about the MIECHV program. My name is Rebecca 
Kilburn, and I am a senior economist at the RAND Corporation. 
My testimony will draw upon a 15-year program of research per- 
formed at RAND by me and my colleagues. 

We are here today to discuss what we know about whether the 
MIECHV program improves outcomes for children and their par- 
ents. The Eederal Government has sponsored a rigorous study of 
the effects of MIECHV, but initial findings from that study will not 
be available until next year. Absent the results of that study, today 
I will describe currently available research that informs MIECHV. 

I am going to discuss two ways that existing research findings 
inform MIECHV. Eirst, I am going to describe research related to 
the rationale for MIECHV. And, second, I am going to make rec- 
ommendations regarding research-supported features of MIECHV 
that raise the likelihood of it achieving its desired objectives. 

Eirst, as you have heard, rigorous evaluations have demonstrated 
that a diverse set of home visiting models can improve a spectrum 
of outcomes for children and parents. Programs have been able to 
improve outcomes in the short run and the long run, and some, but 
not all, evidence-based programs have found that programs gen- 
erate government savings that more than outweigh the costs. In 
other words, a growing research base has identified evidence-based 
home visiting models, and supports the theory of change under- 
lying MIECHV: that scaling up home visiting to large numbers of 
at-risk families has the potential to improve outcomes for children 
and parents; improve population level outcomes, such as reducing 
rates of low birthweight or child maltreatment; and these, in turn, 
should save government money in the long run. 

The primary contribution of MIECHV is to test the idea that 
broadly scaling up home visiting can transform our approach to 
human services. 

Having a research-supported rationale does not imply that an 
initiative will necessarily be effective. The initiative must be well 
structured and well implemented. I will now discuss design fea- 
tures of MIECHV that research indicates will raise the likelihood 
of improving outcomes for at-risk families. 

Lawmakers should preserve these three existing features of 
MIECHV. Eirst, continuing to concentrate MIECHV funding on evi- 
dence-based models will make the chances greater that MIECHV 
funds will have their intended impact. Second, drawbacks to fund- 
ing exclusively evidence-based models are that it could stifle inno- 
vation and prevent us from discovering models that may be effec- 
tive, but have not been evaluated. 

A second feature to preserve are mechanisms in MIECHV that 
circumvent these drawbacks. One is allowing 25 percent of the 
funding to be used for promising models that are being evaluated, 
and the other is funding the MIECHV competitive development 
grants, which allow states to apply for funding, to pilot test, and 
evaluate innovations in home visiting. 
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Third, in order to achieve the best outcomes for children and 
families, it is not only necessary to deliver programs that work, but 
it is also necessary to implement them well. The third feature of 
MIECHV that should be preserved is the implementation supports 
it provides states and other grantees. These include training and 
professional development, plus technical assistance that helps 
states engage in best practices in evidence-based program imple- 
mentation. These best practices include conducting needs assess- 
ments, identifying goals, collecting and reporting outcome data, 
and engaging in continuous quality improvement. 

At the same time that the federal home visiting program has ex- 
panded, states have also been increasing their funding for home 
visiting. The MIECHV program is partnering with states to build 
state home visiting infrastructure, with the MIECHV program 
leading the drive to integrate best practices into home visiting im- 
plementation. 

To conclude, there are also a couple of ways that MIECHV could 
be strengthened to further raise the chances of achieving the best 
outcomes for children and families. One is that while 25 percent of 
MIECHV funds can be used to deliver promising home visiting 
models, MIECHV currently does not support a path by which po- 
tentially effective models could undergo evaluation that would lead 
them to be designated as evidence-based. The types of evaluations 
that the MIECHV evidence standards require often cost upwards 
of $1 million, representing a substantial barrier to discovering the 
next evidence-based model. 

Second, MIECHV can better harness the power of performance- 
based accountability, which links performance measures to funding 
or targeted technical assistance. MIECHV currently requires states 
to collect benchmarks related to family outcomes, which is a cut- 
ting-edge aspect of the program. While monitoring outcomes is de- 
sirable, there may be opportunities to better monitor states’ organi- 
zational performance, such as number of families served, and, im- 
portantly, for MIECHV to more closely link performance measures 
to consequences or targeted support to generate improvement. 

Thank you for allowing me to appear before you today, and I look 
forward to taking your questions. 

[The prepared statement of Ms. Kilburn follows:] 
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Evidence on Home Visiting and Suggestions for Implementing Evidence-Based Home 
Visiting Through MIECHV‘ 
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Aprii 2, 2014 


Chairman Reichert, Ranking Member Doggett, and members of the Subcommittee, thank you for 
the opportunity to testify before you today about the Federal Maternal, Infant, and Early 
Childhood Home Visiting (MIECHV) program. My name is Rebecca Kilburn, and I am a Senior 
Economist at the RAND Corporation. My testimony will draw upon research performed at the 
RAND Corporation by me, Lynn Karoly, Jill Cannon, Teryn Mattox, Sarah Hunter, Matt Chinman, 
and others. This research agenda includes a 15-year program of conducting cost-benefit analysis 
of home visiting programs, reviewing home visiting evaluations as part of evidence-based 
program platforms in the U.S. and the European Union, developing an implementation manual for 
evidence-based home visiting, conducting an experiment for a program that meets the MIECHV 
“promising" standard, and undertaking evaluations for a Tribal MIECHV project and a state 
MIECHV Development Grant. 

Evidence on the Effectiveness of Home Visiting 

I am going to briefly summarize results, including cost-benefit analysis, from a body of RAND'S 
home visiting research, as well as other relevant sources. RAND research synthesizing home 
visiting evaluations has identified a few lessons from this body of evidence. 

1. Rigorous evaluations have demonstrated that a diverse set of home visiting models can 
improve outcomes for children and parents. Individual home visiting models are designed to 
address different outcomes issues like child maltreatment, parents’ mental health, or children's 
physical disabilities (Mattox et al., 2013, Karoly et al., 2005). The MIECHV program has 
designated 14 home visiting models as evidence-based. As shown in Table 1, these models 

^ The opinions and conclusions expressed in this testimony are the author’s alone and should not be 
interpreted as representing those of RAND or any of the sponsors of its research. This product is part of the 
RAND Corporation testimony series. RAND testimonies record testimony presented by RAND associates to 
federal, state, or local legislative committees; government-appointed commissions and panels; and private 
review and oversight bodies. The RAND Corporation is a nonprofit research organization providing objective 
analysis and effective solutions that address the challenges facing the public and private sectors around the 
world. RAND’s publications do not necessarily reflect the opinions of its research clients and sponsors. 

^ This testimony is available for free download at http://www.rand.org/pubs/testimonies/CT407.html. 
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improve outcomes for children and parents in different domains ranging from child development 
to family violence (U.S. Department of Health and Human Services, undated). Reflecting the 
diversity in goals, these models serve families with children of different ages or beginning when 
the mother is pregnant. The differences in target populations are shown below in Table 2, which 
lists the age of the child at enrollment and the target population for the same 14 home visiting 
models. Given the differing goals and spectrum of types of families served, it is not surprising that 
the home visiting models have different features, such as employing different types of staff and 
delivering different curricula and services. When you go to a health care provider for allergies 
versus a compound fracture, you would not expect them to provide the same treatment for these 
two conditions, nor would you want providers with the same training to treat them. Home visiting 
is no different. 

Furthermore, the available workforce and other local contextual factors may play a role in 
determining which home visiting model is appropriate for a particular area. A program that 
employs mental health clinicians as home visitors will not be feasible in an area lacking a pool of 
such clinicians, and a program lacking parent education materials in Mandarin may be impractical 
in areas with large ethnic Chinese populations. 

Current MIECHV legislation allows states to determine their areas of greatest needs — such as 
infants with developmental disabilities or parents with substance abuse problems — and also to 
take into account local context and resources — such as the available workforce or family 
demographics. States can then deploy evidence-based home visiting models tailored to meet 
their needs and take advantage of available resources. 

2. Rather than specifying the features that home visiting programs should have, it is 
preferable that programs follow fidelity to evidence-based models. We can't make 
generalizations about the program features that are associated with home visiting effectiveness. 
We find that some less intensive programs are effective as well as some very intensive programs. 
For example, the Healthy Steps model delivers between two and five home visits, while Home 
Instruction for Parents of Preschool Youngsters provides 30 visits a year for two or three years. 
We see that models that have been scaled up across the country have positive effects. An 
example of this is Nurse Family Partnership, which is being implemented in 44 states and has a 
strong national service office. We also find that a few less well known models that have only been 
implemented in one local area are effective. An example of one of these models is Child First, 
which has only been implemented in Connecticut (see U.S. Department of Health and Human 
Services, undated, for more information on these models). However, we do know that in order to 
replicate the results of evidence-based models, it is necessary to implement the model with 
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fidelity (Daro, 2010). Hence, rather than specifying features that all home visiting programs must 
include, the best outcomes for families can be achieved by instead requiring that evidence-based 
models be implemented with fidelity and that federal requirements do not lead states to sacrifice 
model fidelity. 


Table 1: MIECHV Evidence-Based Home Visiting Models and 
Outcome Domains Shown to Be Improved 


Home Visiting Model 

Outcome Domain 

Child 

development and 
school readiness 

Child health 

Family economic 
self-sufficiency 

Linkages and 
referrals 

Maternal health 

Positive parent- 
ing practices 

Child 

maltreatment 

Juvenile 
delinquency, 
crime, family 
violence 

Child FIRST 




y' 

y' 


y' 


Eariy Head Start— Home Visiting 


y^ 

y' 



y' 

y' 


Early Intervention Prog.'-am for Adolescent 
Mothers 


y' 







Early Start 






y' 

y' 


Family Check-Up 





y" 

y' 



Healthy Families America (HFA) 




y' 

y' 

y 

y' 

y 

Healthy Steps 






y' 



Home instruction for Parents of Preschool 
Youngsters (HiPPY) 






y' 



Maternal Early Childhood Sustained Home 
Visiting Program (IVIESCH) 





y' 

y' 



Nurse Family Partnership (NFP) 





y^ 

y' 

.y 

y 

Oklahoma’s Community-Based Family 
Resource and Support (CBFRS) Program 






y' 



Parents as Teachers (PAT) 






y' 



Play and Learning Strategies (PALS}~ 

Infant 

y' 





y' 



Project 1 2 Ways/SafeCare (Augmented) 




y' 



y 



Sources: Updated version of Tip 3 1 in Mattox et al., 2013, and U.S. Dspaitment of Health and Human Services, 
undated. 
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Table 2: MIECHV Evidence-Based Home Visiting Models and 
Age of Child at Enrollment and Target Population 


Home visiting program 

Age of chiid at enroiiment 

Target population 

Child FIRST 

Children birth to age 6 

Families with children with 

emotional, behavioral, or develop- 
mental concerns; families at high 

risk for abuse and neglect 

Early Head Start — Home Visiting 

Pregnant women; children from 

bir&i ttirough age 3 

Families below federal poverty 

level; families eligible for Part C 

services under the Individuals with 

Disabilities Education Act 

Early intervention Program for 

Adolescent Mothers 

Pregnant women 

Adolescent mothers 

Early Start 

Pregnant women; children from 

birth through age 5 

At-risk families 

Family Check-Up 

Children ages 2 to 7 

Families with muitiple risk factors 

Healthy Families America (HFA) 

Pregnant women; newborns 

Target population determined by 

sites 

Healthy Steps 

Children birth through age 3 

Any family 

Home Instruction for Parents of 

Preschool Youngsters (HIPPY) 

Children ages 3 to 5 

Families whose parents lack 

confidence in their ability to 

instruct their children 

Maternal Early Childhood 

Sustained Home Visiting Program 

(MESCH) 

Children from birth through age 1 

Disadvantaged expectant mothers 

at risk of adverse maternal and/or 

child health and development 

outcomes 

Nurse Family Partnership (NFP) 

Pregnant women; children from 

birtti through age 2 months 

First-time, low-income parents 

Oklahoma's Community-Based 

Family Resource and Support 

(CBFRS) Program 

Pregnant women 

First-time mothers living in rural 

counties 

Parents as Teachers (PAT) 

Pregnant women; children from 

birth through age 5 

Target population determined by 

sites 

Play and Learning Strategies 

(PALS) - Infant 

Children 5 months to 1 year and 

their families 

Target population determined by 

sites 

Project 12 Ways/SafeCare 

(Augmented) 

Parents with children ages birth to 

5 

Families with a history of chiid 

maltreatment or risK factors for 

child maltreatment 


Sources: Updated version of Tip 3,2 in Mattox et al., 2013, and U.S. Department of Health and Human Services, 
undated. 
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3. We don’t yet know whether large-scale implementation of home visiting will improve 
population level well-being. Part of the rationale for home visiting is that since evidence 
indicates it can prevent negative outcomes later in children’s lives. It represents an opportunity for 
society to shift from a treatment paradigm to a prevention paradigm. Evidence suggests that in 
addition to improving the child and family outcomes described above, home visiting has the 
potential to reduce taxpayer costs in the long run by reducing future spending such as emergency 
room visits, special education, or foster care. The hypothesis that emerges from this line of 
research is that scaling up home visiting across the country should yield improvements in 
population-level outcomes, and as a result we ought to be able to measure ensuing changes for 
entire communities in outcomes such as emergency room visits or child maltreatment. Despite 
the large growth in home visiting funding at the national and state levels, not enough families are 
currently served to be able to detect impacts in population level data. That is, while individual 
programs might be effective and improve outcomes of the families they serve, they typically serve 
such a small fraction of families in the community that the resulting family improvements would 
not move the needle on community-leve\ indicators such as rates of low birth weight or reductions 
in post-partum depression. An exception is a recent study in Durham, North Carolina, that found 
that offering a brief home visiting intervention (3-7 contacts by the time the child was 12 weeks 
old) to all children born in the community reduced emergency medical care use by 50 percent In 
children's first year of life, and also improved parenting behaviors and connected families to more 
intensive services when needed (Dodge et al., 2013). 

4. There is some evidence that society as a whole can yield returns from home visiting 
investments. There are fewer cost-benefit analyses than there are rigorous impact evaluations of 
home visiting models. This is because precise data on costs have not been collected for all the 
models, and because many home visiting benefits are difficult to monetize. We have well- 
established methods for valuing some of the outcomes that home visiting improves, like 
reductions in emergency room visits, but we do not have well-developed methods for valuing 
other outcomes that home visiting affects — such as improvements in positive parenting practices 
(Karoly, 2012). Due to these limitations, only 5 of the 14 models that MIECHV lists as evidence- 
based have been examined using cost-benefit analysis (Karoly et al., 2005, Washington State 
Institute for Public Policy, 2014). 

For three of the five models, the estimated benefits exceed the costs, because the home visiting 
programs reduced future government spending in areas like emergency room visits and child 
protective services costs and increased tax revenues from parents' earnings. It is difficult to 
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compare the cost-benefit results across the five models due to differences in the length of follow- 
up in the studies and because their evaluations collected different outcomes. 

In sum, while some cost-benefit analyses show that home visiting programs can generate a 
positive return, data limitations and the difficulty in valuing some home visiting outcomes limit our 
ability to draw conclusions about home visiting return on investment. 

5. The jury is still out on the effectiveness of the MIECHV program perse. Today’s hearing 
is not focusing on individual home visiting programs, but rather is centered on the Federal 
MIECHV effort that makes grants for such individual programs and the evidence we currently 
have about its overall effectiveness. No rigorous evidence currently exists regarding the 
effectiveness of the MIECHV home visiting effort per se. However, the Administration for Children 
and Families and the Health Ftesources and Services Administration have sponsored a well- 
designed study that will report to Congress next year and will shed light on the effects of 
MIECHV-funded programs. The study examines whether MIECHV-funded home visiting 
programs improved a wide range of outcomes, conducts cost-benefit analysis, and assesses 
whether particular program features or strategies are associated with better outcomes (for more 
information on this evaluation, see MDRC, undated). 

How MIECHV Raises the Likelihood of Effectiveness 

While we will not have the first findings from the national MIECHV evaluation until next year, at 
this point, we can point to some features of MIECHV that raise the likelihood that MIECHV will 
make the anticipated difference and produce the best results possible for at-risk families. 

The MIECHV legislation requires that states use the majority of their MIECHV funding to support 
evidence-based home visiting models. By concentrating 75 percent of the MIECHV funding for 
direct services on models that have already been proven to improve outcomes for children and 
families, the chances are greater that MIECHV funds will have their intended impact (Mattox et 
al.,2013). 

A potential drawback to funding exclusively evidence-based models is that it could stifle 
innovation and prevent us from uncovering existing models that may be effective but have not 
been adequately evaluated. The MIECHV program circumvents these potential drawbacks in two 
ways. One is that it allows the other 25 percent of the MIECHV funding for direct services to be 
used for “promising" models that are currently being evaluated using rigorous methods that meet 
the MIECHV evidence standards. The second is that the legislation includes a different funding 
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stream that facilitates the discovery of new evidence about home visiting implementation and 
outcomes. This is the MIECHV competitive development grants funding, which allows states to 
apply for funding to pilot test and evaluate innovations in home visiting. 

However, the current MIECHV program does not include a path by which unevaluated home 
visiting models could undergo evaluation that may lead them to be designated evidence-based 
according to the MIECHV evidence criteria. For example, while MIECHV funds can be used to 
deliver “promising” home visiting models, there is no MIECHV funding to evaluate “promising” 
models. The types of randomized trial evaluations-i.e. those that randomly select certain families 
to receive and others to not receive services — ^that the MIECHV evidence standards require 
generally cost upwards of a million dollars, representing a substantial barrier to the discovery of 
the next evidence-based model. The MIECHV supports for innovation and discovery of new 
evidence could be strengthened by better facilitating the evaluation of promising and other 
potentially effective models. 

Achieving improved outcomes is not guaranteed, however, with just the selection and provision of 
an evidence-based program, but rather the delivery of an effective model is only one of two 
requirements for realizing the hoped-for outcomes. It is not only necessary to deliver programs 
that work, but it is also necessary to implement them well, as represented by this formula 
proposed by Fixsen and colleagues (Fixsen et al., 2013): 

Evidence-based programs x Effective Implementation = Improved outcomes 

The MIECHV effort recognizes the importance of good implementation and complements its 
evidence-based program requirements with a number of implementation supports and 
requirements to further raise the likelihood that states realize the potential of home visiting. These 
include training and professional development in a variety of formats such as webinars, an 
interactive website portal, and in-person consulting and training. They have also contracted with a 
technical assistance team that provides guidance on data collection, outcomes measurement, 
and other evaluation-related activities. The MIECHV funding to states requires that the states 
engage in some best practices in evidence-based program implementation, such as conducting 
needs assessments, identifying goals, collecting and reporting outcome data, and engaging in 
continuous quality improvement (Mattox et al., 2013). RAND research has shown that mastering 
these best practices in evidence-based program implementation improves the ability of program 
staff to deliver high-quality programs and ultimately improves the overall quality of the programs 
(Chinman, et al., 2009; Chinman et al., 2013). 
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The MIECHV home visiting implementation support is particularly valuable for states that are 
implementing those home visiting models that may lack a well-developed national office that 
would otherwise provide this type of support. The majority of the 1 4 evidence-based home visiting 
programs are in this category. In addition to increasing the effectiveness of the federal MIECHV 
funds, increasing state home visiting capacity has spillovers that benefit states' other home 
visiting programs. At the same time that the Administration for Children and Families and the 
Health Resources and Services Administration have rolled out MIECHV, most states have also 
dramatically increased their funding for home visiting (National Conference of State Legislatures, 
2013), and so many state home visiting systems have evolved in tandem with the Federal 
MIECHV effort. State and federally funded programs have been able to collaborate on developing 
home visiting data systems and professional development for a growing home visiting workforce, 
and realized other efficiencies in building home visiting infrastructure. 

In order to further raise the likelihood that states’ MIECHV-funded home visiting programs 
produce the best results possible, consideration should be given to whether ongoing funding to 
particular states should be tied more closely to the state’s implementation performance (the same 
would apply to tribal and other grantees). This refers to organizational perfonnance measures like 
number of families served, open positions filled, or training received, and this type of performahce 
is different than the MIECHV benchmark measures, which are output measures focused on family 
outcomes. It is desirable that MIECHV continues to monitor output measures, which is a strength 
of the initiative. However, research demonstrates that monitoring organizational performance 
measures and linking them to incentives in performance-based accountability systems is also an 
effective component of improving public services (Stecher et al., 2010, Camm and Stecher, 

2010). While MIECHV funds come with many specifications and requirements, it is not clear 
whether there have been consequences or additional support to generate improvement when 
states’ organizational performance has not met expectations (e.g. — the project served fewer 
families than specified in the proposal and award), and this represents a potential area of 
opportunity for future MIECHV implementation. 

Summary 

To summarize, we can draw five lessons from existing rigorous research regarding evidence of 
home visiting effectiveness: 

1 ) Rigorous evaluations have shown that a diverse set of home visiting models are 
effective, and these models vary in the outcomes they improve, the families they 
target, and the curricula and services they deliver. 
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2 ) The current evidence base does not identify a particular set of features that make 
home visiting effective. The evidence-based programs differ in intensity, scale of 
operation, and many other features. 

3) Home visiting services generally have not served large enough numbers of 
eligible families to enable us to measure whether delivering home visiting on a 
large scale can improve population level outcomes, like low birth weight rates or 
child maltreatment rates. 

4) There is limited evidence at this time that home visiting programs generate 
returns to society that more than offset their costs, and more definitive cost- 
benefit findings will require cost-benefit analysis for more models and developing 
methods for monetizing more of the benefits from home visiting. 

5) A well-designed evaluation of the MIECHV program is underway and will provide 
information on w/iaf outcomes the program improves and how home visiting can 
be most effective. The first results of this evaluation will be reported to Congress 
in 2015. 

Absent the type of evidence that the MIECHV evaluation will provide, lawmakers can preserve 
features of the MIECHV program that raise the likelihood that it achieves its intended impacts. 
One of these features is allowing states to select models that fit their needs and local contexts. 
MIECHV also encourages states to implement the chosen models with fidelity to the model rather 
than requiring that all models adapt particular features. Another attractive feature of MIECHV is 
continuing to prioritize evidence-based programs while at the same time allowing for the testing of 
innovations and discovery of new evidence-based models. An additional feature is to continue to 
support and develop effective implementation of evidence-based models among state grantees to 
further promote the promise of the MIECHV program. There are also some untapped 
opportunities to further strengthen the ability of the MIECHV program to capture the value of 
evidence-based home visiting models. This includes supporting an avenue by which “promising” 
and other potentially effective models could be evaluated according to the MIECHV evidence 
standards. Also, MIECHV could further promote quality implementation by tapping the benefits of 
performance-based accountability to more closely link continued funding to the measured 
organizational performance of states, and also to target technical assistance to states based on 
performance. 

Mr. Chairman and Ranking Member, members of the Subcommittee, thank you for allowing me to 
appear before you today on this important subject. I look forward to taking your questions. 
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Chairman REICHERT. Well, thank you very much for your testi- 
mony, Ms. Kilburn. Thank you all for your testimony. And we are 
going to go into the question phase now. We will just ask a few 
questions. It will be easy, don’t worry about it. 
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[Laughter.] 

Chairman REICHERT. So, I was a police officer for 33 years be- 
fore I came to Congress. So I just look like I have heen here for 
40 years, but I have only been here 9. I received phone calls this 
past week from sheriffs, from police chiefs from Washington State, 
very much supportive of fighting crime, and investing in kids. We 
get it, because we know if we put the money up front, we are going 
to be saving a lot of money at the back end. And that is a hard 
thing, for people who legislate, to really see the long-term, and the 
long-term goal here. You all see it very clearly. 

But we have heard about evidence-based, scientific — I think, Mr. 
Baron, you said scientific evidence and effectiveness to decide 
which programs to fund. And, Ms. Kilburn, you talked about design 
features in three points that you made about evidence-based mod- 
els and funding for evaluation and implementation of supporting 
programs. And what I want to try and do is to tie together what 
you do with what is happening, where, as cops would say, where 
the rubber meets the road, where Ms. Towne and Ms. Sucilla are. 

And, you know, what — because you may have never heard about 
implementation supports and things like that, where — no, I didn’t 
think so. So you are down here, doing the work. How does — so this 
is for both of you — how does what you are doing and what you are 
going through, how does that get filtered up to the folks that are 
making those decisions and trying to figure out what is working 
and what is not working? What worked and — so, just real quickly, 
what worked in your case? What was the — ^you know, you touched 
on some of it. 

Ms. SUCILLA. Sorry, I am trying to understand the question, I 
guess. 

Chairman REICHERT. So you are working with Ms. TOWNE. 

Ms. SUCILLA. Yes. 

Chairman REICHERT. And the programs that you got involved 
in that she helped direct you to, what were those programs that 
you saw that really — kind of a light bulb went on as to this really 
is going to work? This program works, or that program. If you got 
sidetracked into a program that you thought, boy, this isn’t going 
to work at all. 

Ms. SUCILLA. [No response.] 

Chairman REICHERT. You can help her, if you want to. 

Ms. TOWNE. Are you asking about perhaps she participated in 
programs in addition to Nurse-Family Partnership? 

Chairman REICHERT. Yes. I mean anything that — so she finally 
comes to you, and you give her places where she is going, and it 
is working. How does that get communicated to the administrators 
who are making some decisions as to, you know, what programs 
work, what programs don’t work? It is evidence-based, right? 

Ms. TOWNE. Correct. 

Chairman REICHERT. So how does that evidence get moved up 
to, filtered up to 

Ms. TOWNE. Okay. So you are asking specifically about the 
data. 

Chairman REICHERT. Yes. 

Ms. TOWNE. Is that — okay, thank you. I was — okay. At visits at 
various time periods that are structured by the program. So, for in- 
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stance, in pregnancy, at 36 weeks, at birth, 6 months, 12 months, 
2 years, we collect data from Sherene in the form of various ques- 
tions that are then submitted to the University of Colorado for re- 
search purposes. 

Chairman REICHERT. Okay. 

Ms. TOWNE. Is that what you are 

Chairman REICHERT. Yes, yes, sure. 

Ms. Towne [continuing]. Asking? Yes. Eor — as part of the cur- 
riculum and part of the model for Nurse-Eamily Partnership, they 
have outlined very specific questions and data they are collecting 
at different times throughout that two-and-a-half year period. 

Chairman REICHERT. Okay. 

Ms. TOWNE. And it is handled through the University of Colo- 
rado. 

Chairman REICHERT. Do you ever feel like you are working in 
an area where — if a program that is not working, and you are able 
to give feedback data to the — to Denver that this isn’t really work- 
ing at the — you know, where the rubber meets the road sort of 
a 

Ms. TOWNE. [No response.] 

Chairman REICHERT. No? 

Ms. TOWNE. I don’t see that, as a home visitor, because the 
beauty of the Nurse-Eamily Partnership program, again, is that it 
is client-centered. So it is not necessarily myself dictating what we 
discuss throughout each visit. It is really looking at the guidelines 
of suggested topics, but allowing Sherene to choose what she feels 
would be most helpful. 

Chairman REICHERT. Okay, you just hit on the answer, right 
there. She chooses. 

Ms. TOWNE. She absolutely 

Chairman REICHERT. Yes. 

Ms. TOWNE. Every visit — the way it works in my home visiting 
practice is at the end of every visit we look at what options are 
available to discuss at the next visit. And I guess “available” isn’t 
maybe the right word. Eirst, Sherene can choose. Maybe there is 
something on her mind that is really not a part of the guidelines, 
and that is okay. 

Chairman REICHERT. Okay. 

Ms. TOWNE. But she can also look at the guidelines and topics, 
and choose one of those. 

Chairman REICHERT. Great. Thank you for your answer. Mr. 
Davis, you are recognized. 

Mr. DAVIS. Thank you very much, Mr. Chairman. And let me 
thank all of our witnesses. 

I have been tremendously impressed with all of your testimonies 
for a number of reasons. And one is that, for all of my life, I have 
been intimately involved with, associated with, know people per- 
sonally, who could make use of this program and of these services. 
And since being in Congress for a decade, I have worked with Re- 
publican colleagues to advance a strong federal investment in home 
visiting. 

This bipartisan effort drew on research and economic status doc- 
umenting that investing in our youngest citizens yields high re- 
turns in the form of healthier children and families, and taxpayer 
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savings. The voluntary home visiting law was designed as an in- 
vestment in evidence-based prevention. 

In Illinois, 30 percent of children entering out of home care for 
the first time are under the age of 1, slightly higher than the na- 
tional rate. In Chicago, roughly half of those babies enter before 
they are three months old. This pattern is generally true, nation- 
wide. These statistics put into context the importance of home vis- 
iting, which focuses on strengthening children and families by sup- 
porting pregnant women and parents with young children. 

The role of home visiting is particularly important, given the re- 
cent study reported in JAMA — that is the Journal of the American 
Medical Association — about an increase in infants’ death, poten- 
tially due to the economy. Supporting young children and families 
is critical to preventing harm and strengthening children. 

Mr. Chairman, I have got two documents I would like to submit 
for the record. 

Chairman REICHERT. Without objection. 

[The information follows: Mr. Davis 1, Mr. Davis 2] 

[Member Submissions for the Record follows:] 
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The Illinois Maternal and Infant Early Childhood Home 
Visiting Grant (MIECHV) 

2013 Fact Sheet 

MIECHV YearZDsta 

Reporting Period: October 1. 2012 to September 30, 2013 
The data below is collected from a total 0146 Home visitors and 13 Ooulas across 2S programs in 10 high 
risk communities in Illinois. 

In Federal Fiscal Year 2013 (October 1,2012 to September 30, 2013), Illinois MIECHV: 

• Provided 13,050 home visiLsto944 children birth to Syearsof age. 

• Found the average age of primary guardians w<ts between 22-24 years old bulifa participant was pregnant 
she was more likoty to be younger than the average. 

• Had 50% of cases come into the program prenataily 

The Year 2 MIECHV data shows that we are serving families that not only need home visiting services the 
most but have been proven to have the best outcomes from home visiting services. This is evidenced by 
the following demographies: 

• MIECHV is serving low imome families • 99% of families served by MIECHV ore at 100% or less of die 
poverty line. 

• MIECHV is serving teen mot/ters and enrolling them prvnntalfy - 50% of mothers enrolled are cm olietl 
prenataily and of those that are enrolled prenataily they are more likely to be a teenager. 

• MIECHV is serving familftis w/lh parenting de/lciencies ■ the malority of families scored below the normal 
range on measures of parental support far child's leanung and development, knowledge oi child's 
development and child's developmental progress, parent-child relationship and parental stress. 

• MIECHV Is serving parents with low educational achievement and high rates of unemployment • 73% of 
MIECHV parents liave a high schoul diploma or less and 72% are unemployed 

Even with the above risk factors In these families, the data is telling us that white they are in MIECHV home 
visiting services, there are favorable outcomes in the following areas: 

• Child Abuse and Neglect: only 4% of MIECHV famUies had substantiated reports of child abuse or neglect 

• Child injuries requiring medical attention; only 3% of children obtain an iniury that requires medical 
treatment 

• Emergency room visits: only 12% of children and 8% of mothers visited (he emergency while receiving 
home visiting services. 

• Prenatal use of tobacco, alcohol, or drugs; S3% of mothers who enroll prenataily and identified as using 
tobacco, alcohol, or drugs decreased their use by 36 weeks pregnant 
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Testimonials from Illinois Home Visiting Families 

A farnily enrolled in the program with a two-year-old child that was exhibiting severe speech delays 
and behavior problems. Although mom was taking her child to a family practitioner when she 
enrolled, she expressed to her home visitor, "I'm worried because she doesn't talk, and the doctor 
keeps telling me she'll be okay." The mother wanted to take the child to a pediatrician, which her 
home visitor helped identify and facilitate. The child was also referred to the Early intervention 
program for further assessment. Since then, the child been receiving speech therapy and is making 
progress. She was eventually diagnosed with severe developmental delays and has been connected 
to specialists at the University of Illinois at Chicago for ongoing evaluation and treatment. (Famify 
Focus/ Nuestra Fomilia, Cicero} 

Our home visitor started working with a mother in December 2012. She was 22, expecting her first 
child, and had just moved home with her parents from out of state. She did not have a job or an 
income source, and was not linked to any community resources. When we first started working 
together, we focused on getting her basic needs covered. This included enrolling in the WIC program, 
getting her a medical card, finding a doctor for prenatal care, and lining up a pediatrician for after the 
baby is born. Once those basic needs were met, we started to focus on her other needs. This mom 
does have her 6ED, and would like to go back to school, but employment and income was a pressing 
need for her as well. Mom completed her taxes, filled out the FAFSA (Free Application for Federal 
Student Aid), and has things in order to start school in the fall. Mom delivered her baby boy In April. 
Initially, he struggled with jaundice and acid reflux, but Mom has done an excellent Job of following 
his treatment and building a wonderful relationship with his doctor. Since the baby was born, she 
applied for TANF and LINK benefits, and is now waiting to hear back h'om DHS regarding her 
appiications. For the time being, she has decided to focus on job searching and saving money for her 
own place. As the fall semester gets closer, she will make a final decision about school. She has 
already placed her name on a waiting list for income-based housing In our community. (Rockford 
PuMc Schools, Rockford) 

"Being In this program really helped build me up on teaching my child as she develops and giving her 
challenges to help see what level my child Is learning at. Without joining and getting the information 
on how to interact with my child, and gaining a stronger bond with these simple acts of play, I 
wouldn't know where I'd be. I enjoy being able to ask questions, and being asked questions about my 
child. It gives me comfort to know they want to help me keep track on how my child is developing, to 
give them the learning opportunity as they grow in the community " (Lindsey (age 20) and Lacey (1 7 
months), Elgin, School District U-46. Elgin) 
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Early Childhood Investments 
Substantially Boost Adult Health 

fr«nccs Campbell,* Cabrlella Conti.* James |. Nect.maA,*'^* Seong Hyeok Moon,* 

Rodrigo Pinto,’ Elitabeth Pungelto,' Yi Pan* 

HlglHiualPY Nriy <}tlld'*Dod program) have been shown to have substantial ben«r»ts ht 
reducing crime, raising earnings, and promoting education. Much lest Is known about their 
beneliti lor adult health W« report on tho long-term health elfetts of one of the olden and 
most heavily cKed earty thildhood Interventions with long-term iollow-op evaluated by tire 
method of randomization: the Carotina Abecedarian Project (A60. Using recently collected 
Momedkal data, we find that disadvantaged children randomly assigned to treatment have 
tignificantiv lower prevalence of risk factors for cardiovascular and metaboik diseases In their 
mld-30s. The evidence )i espoctally strong for males. Tho mean systolic Wood pressure 4Mnong 
the control males is 143 millimeters ol mercury (mm Ng), wherNs It is only 12A mm Hg among 
the treated. (}fl« in four males m the control group Is aIfKied by metaboik syndrome, whereas 
norre in the treabnenl group are affected. To reach time conclusions, we address seveial 
siaUstkal chatlenges. use etact permutation tests (o auouni for small sample sues and conduct 
a parallel bootstrap confidence interval analysis to confirm the permulation analysis. We adjust 
inference to account for the multiple hypotheses tested and lor nonrandom atlriiion, Our evidence 
shows the potential of Nriy life inlerventiens for preventing disease and promoting health. 
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gnma: the CarolirM Ahecinlsiaii Project (ADCI. 
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AUC was deagned m u sucml eeperimeni «u In* 
vcstrgMc whether u unmtlating curly chikllMXMt 
envitunmcni uadd prevem the dcvciopnKni of 
mild inemal rctanhuion m disadvantaged ehti* 
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dbarivnniaged diildren bom between 1972 and 
1977 who were living in or near Ompef Hill, 
North Carolina. The base sample mcluded tt)9 
fiimiliesflll diildwn) (X these III cltiUitn.5T 
were assigned K» iicMment stunis and 54 were 
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ustod of s iwo-suvc ticotnienl torgciod to dilkr- 
cm segmenu of ehdd life cycksc nn early dvildhimd 
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phasuvd ifevekipnm < d kagtuage, unutkmal regu- 
labm. ami oogmtivc skills (f4, IXt. The Kcund 
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The ABf? iQierveiiiwri aiau lud n nutnlional 
ntd health care arniponcnt during the lint stage 
rmoed children hod two meab and ■ snack M Ihc 
citifdain; center. They were oDcred pfimaiy pe- 
dnuric cure (both wdl- and ifl-chiU ctuei. with pe* 
riodk check-ups und dady .scrccnbig. Mure ifeMik 
on the Irttcrventlun ore given m the uippleinen- 
laay manmis. secciufl A 

Data 
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TaMt 1. ABC Inlcrventlon, males: main heaWt rawlls. biomedkal 
sweep. This table pwients the inlerence amt deanpnve stathtici si teiteted 
ouicomn at the AflC InlcfvenMon. The flnt cobinv) describe! the twKome 
anolyiPd. Ihe remaining us cotumns prescni the uanttltal analysb. Ibe 
coktms present (he (oUnwing IntormaKon: (!) Control mean, lb) TiMimenI 
mean. (iK) UiKondIfiontI oncience In meant artmt rreatmeni and tontnil 
groups. We nHiltiply (he dIfferenM in means by (-I) when a higher value ol 
Ibe variable In the raw data repreKnO a we*K oulcame ui llul all ouhomev 
are normottnd in a fawvaMe dlrvillon Ibut are not rettricltd lo be poiNhe). 
(rw) Conditional treatment efieci coninUIng for (ohori, number of sibling}, 
mother's 10, and high-riik Indes at birOi. and acuwnting for athilion wing 
IFW. IhnbaUUlies of IPW are cttImalCil wing the following vartabler. pre* 
maititnv Igestarionai age < 17 weeks), a dlchotomeut indicator for not liaving 
in turn for tUnns or Injury In the past 2 years at age JO. Acbcnbach 
OSM anention-deficibhyperactivify (ADAO prolitenn stale at age 30. and 


Atbenbath subuance abuse scale at age 30. The selectiow of covailafes for 
IPW b based on the lowesi Akallie inlonnaiion Criteria (AtO among medeU 
esamining all rombmarions of covarsates that present ttalistkally signifkanl 
Imbalance between aurittrs and nonaltriwrt. See Hipplcmentary rnaterials 
sectien C and table SI for detalb. M One-sided singte-hypolbesM bloti 
(lermiilation P value associated wUh (he iPW Ireaimeni effM estimate. Dy 
blodt permutation, we mean that permtitaHons are done wHhtn strata de- 
fined by the preprogram variables used in the randamlaaOon piotwot 
rohort. gender, number of stbibigv mother's K). and hlgh*rbh iridex. (vi) 
Midliplc hypothesis tiepdowi A values associated with M. The mulilple ity- 
polhesis te^ng b applied to Woeb of mricomes. Btocb of variables twl arc 
tested joinllv using the stepdown algorithm are delineated by horiiontai 
(ms. P vgdub i 0.10 are In bold type. HbAlC, ^ycosylaled hemogtobrn; 
NCEP. Nationai Cholslerol Educaikin IVogram. See table Sll for nmpleie 
estimation results. 


Variable 

Control 

trealmenl 

Olffertnee 

Condltforul 

BlMk 

Stepdown 

mon 

mean 

In meant 

Ireatmeni effect 

A value 

A value 


fitoad preisure 





Olaitotk Mood pressure Inm Hg) 
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13.474 

19.220 

0.024 
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SycMilc blood pressure (mm Hgl 

143J33 
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17.544 
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0.029 

Prehypertenpon (tystoUc bp > 120 and diastolk bp a 80) 

0.447 

0.421 

0.246 
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0.172 
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Nypertemton IsyiMiic bp £ 140 and rllastolk bp a 90) 
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0.011 
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0.110 
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0.417 
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0.311 
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0179 
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0.473 
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0.426 
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0.021 
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0.722 

0.021 

0.190 
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0.2)9 

Obese (BAM a JO) 

0.42S 

0JS4 

0.049 

0.211 

0.233 

0.345 

severety obese (Mil s 3S) 

0373 

0.U1 

0.244 

0.404 

0.115 

0.232 

WalsMitp ratio OVHR) 

0.942 

0.937 

0.023 

0.043 

0.293 

0.293 

AbdMniMt obesriy IWltR > 0.91 

0.875 

0.447 

0J28 

0.294 

0.U7 

0.218 


Atuiftplc rhk pKtofs 





Obeilty end liyptftaRiion 

0.300 

0.111 

0 399 

0.529 

0.014 

0.014 

Seven abestty and hinerlcnsfan 

0.37S 

0.000 

0.97S 

QS02 

0.005 

0.012 

Hypertensian and drsbpHMonta 

0.333 

0000 

0.333 

0 433 

0.004 

0.012 

Metabolk ryndrvne INCtf iMtliinon) 

0 2S0 

0.000 

0.2S0 

0.443 

0.007 

0.014 

framtngham risk sore (J4> 

7.043 

4.899 

2.134 

3.251 

0JB3B 

0.030 
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ftCSEAKH ARTICUS 

UkMiuricen ol' nwntiollc iiciiviiy QtHn Wood 
«cstt fllpHi |mntf4t «li«nv ilwt iivnM>(l (fwlivldnak 
Itave b#er tovrl* nf hudnlentNy lifnpRtKiii cho* 
lc9*m4(Hni-C*>-’V>(«rd«iicMmil 1V«ni|tn^ 
lude uftlHr dilTtmKce btfwm (rvateU and coiilrol 
UnuptltloiKi.friirntHlei TIicaiiunilmiilesiEnc 
fl lent of HDL cliulcs(cn)l of 42 inx^dL, which 
IS |hsl nbti vv the lower tecommcntUnl liinti iif 
4t> (29), whereas die level fiir (lie InalvO 

milca « 1 1 »HtML hi^icr The ireauiml e(1«Kl a 
nwpnAlly Aoptiflcant (/* * D.OMi Thu l« le* 
tbetod n the prevalence of ityvllpidcmla leh^efeil 
lipid lewiU) The tiinbrence in Die prevalence 
of this coftdHuMi between treatnicM .titd control 
groups I* 0 J 1 1 for tnakii (HD1.-C < 40 mti'dti 
f - U.I7P) Mild 0.177 for females (HDL-C' < 
50irt{/dl.:F*0.<fo9) The henhhiet mctubulic 
nutiB cApeneiMvd hy llic mole (rcaunciH group 
*} eontimieij hy the Itiwer prevalnwe nf pre- 


diahctei indKoiorT (glycosylatod hcriw^W'at > 
5.7% (m. 0 473 venu* »3Kt|. allhough (he 
iltlforence dm» ihs cnuit sMoncil vignlticincc 
If* • h^b). (.'uhuhI iitahs are oho Iwkc u» likely 
m he affecleil by vuantu D dcRacncy dotal vita- 
min D < 20 ng/inL (J/); l)-T68 versus H 750. 
/’-0.02II. 

Tin.' prevalcsne uf hath KVere and Hhdnminal 
«dKsi(y » inwer nnwng treatment gniup mules but 
llw iblliaeiKei me nut sinluticnily MipitfiaMit at 
the 10% level TicMed lensles are len Ukdy dun 
coniiuU to Lie affeciod by abdoimm) tdicnty. bodi 
when couuilcfiiiB (he vt^-hip rMin tWHR) and 
wbatAnalyy»eadicho(otrtou8itieaMeo^^ > 
0.115 (J2} (0.5<i3 vetsiu 0.7021; both msnmaii 
cflbcB arc nturiiniAlly Mynificant (F- 0,06.5 atvj 
/* • O OKO. Rspsciivciy) 

The henbh eUbcts Wihc ARC' nwcrvcmion 
inmbitc into Imver piwatence of muhiple risk 


factun ibat are porticttluriy vniklrif Ibr itules. 
'nimc in ihe treaimcm group are less likely to 
experience both tdwnty aul liyr«tteiiuon |di(> 
firenre in num (did:) • 0 3d9. /> > n0l«l aovctc 
«<ljsiiy laid h y patai sK a i ((Btl! • 0 575. F - n (Vr)}. 
and t^ipidmiia uiid Itnreireittiun (tHfr * 0531. 
P «- U.UNi). Nunc of llw created iiislcc liave dw 
chiAler of cvnditlnns known as metabolic vyn- 
dnune l>lc(innlwi wowl cMvwiiferencc ' 10} cm 
tv 40 inches (JiX IIDlX* • 40 mg'ilL; hp > 1 30' 
R.5 mm Hg (/9||. 'Mucialod widi greater ruk ill 
hcwl (IbCftK. atnvke «md iliabuk^. wlienaa one 
lit Ibuf in ibeamlrnl group n tiOectcd hy it (f* • 
0.007 k The prvwlenee ul'llie meCtibulic isyndtsimc 
fix linitBlK (defined w wntd ciinimiatiice M on 
or 35 inches (XI); HDU'C< 50 iniML Igi ? 130' 
4S mm lig (29)1 is lower in ihemarnKtn group, 
but tiK dilfcicnocK ore not UAhacidly siimricaiii 
AdK IU%levdFiradly.remleforibeli«minghHti 


Table 2. AlC bilervtntioi^ females: main heaKh results, biomedital 
sweep. IMt table presents (he inierence and descriptive (iatutks of selected 
{Hiuomes of (he ABC intervention. The fIrP column descidres Ihc outcome 
anebzed. The rcmabiini} sis columns present die stattstial analysb. The 
columns present the loUowing Mormadon; (I] Control mean, (ID Treatment 
mean, (lii) Uncoodidonal dMIerente in meens across ireatmenl and contret 
^oups. Me multiply the difference In means by f-U nben a higher value of 
the variable in the raw data represents a worse outcome so that all otiKomes 
are noimaBred in a favorable direction (but are not restricted to be pedtive). 
ftv) CondMonal troatmeni effret (oniroltlng lor cohort, number of siblings, 
mother's IQ. and high*rlsi( index at Mrth, and accounting for acirition using 
IfW. MababiliHn of IPW are estimated using the foUowing variables (or the 
biomedical sweep outcomes: prematursiy (gesiatfcmsi age <37 weeks), miwhv 
IMethsler Adult Intelligence 5cale (WAIS) digit symbol score at recruitment. 


Achenboch rule^ircaking problem scale at age 30, and Athenbach substance 
abuse scale at age 30. The selection of covarlates for IPW is based on the 
lowest MC among modeb ecanrining all combinations of covarlates that 
present Padttkally significant Imbatance between atirlicri and non- 
attritm. See supplemeivtary materiab section C and table S2 for details. 
|v) One'sided single-hypstbecis tdodc pernsvtalion P value associated with 
the IPW treatment effect estbnate. By bUsek permutation, we mean that 
permutathms are done within strata defined by the preprogram variables 
used in the randemi/allon protocol' cohort, gender, number el sibtirsgs, 
mother's IQ. and higlvrislt indoc. (vD Mulilple hypothecs stepdown P values 
assodeM wiifi (vf. The mutHple liypethesif ti^ b appBed to blocks d 
outcomes. Blocks of vartablet that are lesteil gdmly using the Pepdown 
algorithm are dehneated by horiiontal lines. P values & 0.10 are la bold t)|ie. 
Sec uMe SU for complete estimation mults. 


Variable 

Control 

mMn 

Tiealmenl 

mean 

OKtcrence 
(n means 

Conditional 
Weatmeni effect 

Block 
f ealue 

Stepdown 
P value 

Olastolk Uoad pressure Imm Hgl 

flraad prmJire 
89.227 8SJ31 

3.694 

1.204 

0.446 

0.446 

5ysloUc blaoil pressure (mm Hgl 

ns.&3« 

129.066 

8.970 

Z.1I8 

OJOO 

aiM 

Otvhypcrieruian Isystotic Op > 120 and dlestoUc bp 280) 

&727 

OJOO 

0.227 

0.101 

0422 

0422 

Prvhypwtwslun (sysiolic bp k 120 or diastolk bp '•SOI 

(L909 

0.667 

0.262 

0.244 

0.042 

0.069 

MypeheiWfln (sysrmir bp k 1*0 end diawohr bp a 90) 

Alia 

0422 

0.096 

-0.003 

0J7S 

0.499 

Hypettemfon (systoUt bp > 140 or diastolk bp 2 90) 

0.409 

0.500 

-0.091 

-0X61 

0.721 

0.721 

H«gh-tfensity Upoproteut (NDl) tholeiterol (mgrUL) 

(obonnary retd 
SS.3ia 40.444 

5.126 

6.002 

0.149 

0,143 

OystipIdemM (HOL < SO rnghlU 

0.455 

0476 

a 177 

0201 

0.099 

0,147 

Predtabetes (MbAlC > S.7%1 

0.364 

0.353 

0.011 

0.070 

O.SBO 

0.S80 

VKamk) D deflekncv (<20 nghnU 

0.727 

0.722 

0005 

0 046 

ojoa 

0.303 

Ovemeight IBMI k 2$) 

0.9$S 

Obnifir 

0 869 

g.Oia 

0J>84 

0,482 

0.690 

Obese <BMI k 301 

a727 

0.666 

<MMil 

H>.IU 

Q.790 

0.790 

SerereW obese IMU a 33) 

0.364 

0.223 

(1.141 

0.143 

0.354 

0.653 

WaHt'Mp rahe (WHO) 

0.933 

0.876 

aD57 

0053 

0.063 

0101 

Abdominal ubesily IWHfl > 0.85) 

0.762 

0.563 

0199 

0.198 

(tOOO 

0.060 

Obattiy and hypertcniuin 

MuftledeHotJlocrpri 
0364 0.278 

0066 

-0.026 

0.501 

0.641 

Severe obestly and hyperunston 

0X36 

0X67 

-ao3i 

-0.066 

0696 

0.696 

Hypeciension and dystipidemta 

0.182 

0X67 

0.015 

-0.043 

0.466 

0.725 

MeUboMi syndrome INCEf definilion) 

0X90 

0062 

0.126 

0.057 

0X04 

0493 

FraimngfMffl rlW score (34) 

IM7 

1143 

0339 

0.331 

03970 

0.070 
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ran imfc (^41 reveal ifwi Mh ineuotl inolM omI 
feinalei liAV«; 4 Mitnilkaiiily kmvr risk «>r ex* 
pcncnanx "UKul’' conmay heat ducaic (CHt)). 
ileftnni u KhJi sUMc ind umublc oiqtma. inyrw 
eankfll mfiifvtiim. or CHD death, within dte next 
Kt ycHM (diir • 1 1 54. /* - 0.0» Iw nuks; tUIT. • 
njjy. l> » 0.070 R» rcnMlai 

In sntn. dns .tvuiliiMc cvitfcnec from the bio- 
rttMlIuAl Mtivev u( ARC shows tha dK children 
wfMt atientfed the v'htld cure cotiicr in the Hni 
5 )an of tlior lisva citjoy IwHM ithyMoal hmlili 
m ihkir nibh.^OK, with M^iftcdiii inoihcn iiati* 
eatnn h«ita lunin; iunith- Tlic hcnetlu oT ihcsc- 
hMlth tiinnuvcmenPk are «ubnaiiiljil and wuk> 
roniunit. RdVrtncc prmMcs • dctaikd 
view oTibe lah« maiiet cunu tirtihealiy. Which 
nHi||c (han ttucaud obtcnieeixin to lower fito 
rtucdvtiy nno wimew Then uic cuRAtkraMe lo»e» 
m life ofiocuncy due to ohoity Kctcmice (.Id) 
fcihiru cviiiilMOk tliJt 3S*yeari>ld mtUos with 
would naln I . I to 5.3 yenn of ax* 
itcdcd life (0.0 u> 5.7 yeun Ibr fetiwlu) ircHn 
rcituciii]] Ihcir dtintolk bp K> KR Rnn Hf ubiiu the 
ConNuey Heart OMove INiltc) Model bcuod on 
dou tn>m Che Franiiti^ont IfeaR Sitidy. Refers 
ence {.* 7), Ming d.iu from the Fnminifhain Heaii 
Study, find* ihoi 40*)vur*oU male mwiwiukcrt 
.wifer a hw of life cqiecancy of .f . I yean f yens 
for femakal hocoiuc ofheing nverwcighi. itnl of 


5.N yean fT.I yean for feiwlcal benise of 
ohcsiiy. Hcfercnce (5^. ustiig dau fmin the Na* 
tKMwl Longiiudiml Study of Adolescent Healdi. 
ihiiws ihiu diobetio ore Icm lAdy lu he onphiyeiJ 
thy S lo 1 1 perceniage ponio), or menc liiely In 
pnticipaK in social programs (by h tn 1 1 pe^ 
ccriMge points), and cam on avenge lower wagi.<s 
(by 51500 K» S6000). Relcivoce (3V) provides 
luilha ovidenor (lum the Naiwibd (Migtiudinol 
Surv'ey of Youth IV79 that the duiaunn ot d«* 
bates k negaavdy itssoeuied wnh emplnyitieiti 
and wages, Rdcrence (40) repMU a luuwd niu'ii 
of 1.47 iQ^ctaindoKC Intersil of I 13 tii I V3| 
fer alkawe mottulliy hmI of 15.1 (9SS Cl of 
I 74 to 3.67) for cardtuvMcufer imeulrty caused 
by mcuhnlk sytMbvmc (NCn* iMhntain) in the 
San .feiMtiio I Icart Study. 

Health Care 

Avnilability oflicallh care la a ncccsMy coniii* 
tion for enioying hener Ivcalth. although not a 
wirKicnl one (4/) The upiwr pariel ol'Table 1 
revcoh Ihul treaieU nules were nwto lihrly Ui 
be opvcfcd by hcahh iiistuance at age 30 (O.TfM 
versus 11. 47b; P "• l>030|aniluihecanNl fur m 
a lioapiul or by « doelor when sick (R.KIS verau 
U,S24; /* * 0.(I37]. Dick ore no ngnilicafii dif- 
ferences HI the eircel of the oeaiment tar IcfiMics 
(upper panel (vfTalde 4). 


research ARTXatS 


I 


Phytical Oevehptiient 

We arulyw (be ctUxts ol Hr atfervcntMHi on eai* 
1y physical ifevchipincni aveMcU uMrg anlhnv 
poineoic imnuierocBia (Inaglil •ml wcigMi taken 
when the dtihlien bad IIru inUMic auauiwnlk 
at multiple tniies in chddlimL VSb tnuMlonn Hie 
hudy luau tnikx (RMl) ineasiues Mtu .Uondnrd 
nomul vofuaes ^ woitK) lOii^ llw faanbda-mi* 
cignu (LMSt inetlmJ deviiofui ui (4d-W4). fhe 
n^lB an; rvpoctni in dw buMnm pmel uf Table 3. 
Treated males were las lAwly tlian controls ki he 
nvansughl (bnaiglmU dreir piwcbaii yents. with 
iihiHitS no troiaeJ duiri iMVwg a wcig|il*loNlenglh 
nhiive the X5tb pcnxnlili; (the ogp-vpavifW' inca- 
fim: tar bemit "al*ihk owrwbi|^iI'' 145)] In the 
fint 1 yum of life. Cunmri malev had a grenWr 
wciglu-fbr4englh j^'ICIMC clwngc beawevn turtli 
and 34 imndcv of age. Mtae ngml mcream Wi 
weigln-lbrdcnglh in the liisi b numlhs iif bfc have 
been oMuciuhsI with mettased nsk nf oheiicy at 
age 3 (4d) Lonkmg ari ibe full RMl duanhiMuin 
by Duiiroeni status birinaiodinwn in Ki|^ l.ilu 
evnfem llnM Or disuihiiihm k bnlh Ion tpiciul 
nut and shihed Hi the left (Or Rented imlca rd- 
aiivcinonnlnds fhOicreaiKsarroKMlMcntwilh 
Ibe iiliesriy-rvaliicinit erfects found in Head .Start 
(47. 4dJ and Me eiiftslatenl vtdh evidence In 
the nterolun; nf the impimani tide played by 
arly-life nuinluM (4P). Furdter cvidctH'C on the 


Tabic ]. ABC brlecwntion, malev' health care at age 30; phytical 
dcvciupmcnt in ihliiihaod. IMs table presents the Inference and 
tlcMdoiWe fiatlitks of leUcted tMteoroes of the ABC HitervenOen. The Rrvt 
column describes (he etitcome analyirtl. ftte remaining sH tolumns present 
(he tUdshcal analysis. The lolumni jaeserd (he lotloMtng (nfortnaflon; (il 
Control mean. (ID Treatment mean. <i) UncantMlonal dilfercnce In means 
aooss Ireatmeni and control groups. Vfe muMipty the dlHerence in means by 
(-1) when a higher value of the variable In the raw dsu represenu a worse 
outcome so that all ouftomes art normallicd In a (avoroMe dfrectlQn Qwt are 
not reftricted to be positive}. (iv> Conditional Reatmcnt effect controlling fer 
cohort number of nblingv mother's IQ. and high-rrsk index at birth, and 
act nwiting loi allrihon using IlhV. The selectfen of covartates fer IPW is bawd 
on the lowesi AlC among modeb examtning M tomMttalions of covatfeies 
that present statistkalty signiflcaRi imbalai^ between aftriicrs and mm- 


anriters. Sec suppiementary maieriah section C and table SI lot details. (v| 
One-sided tingic-hypolhesfs htoeb permutation P value astoctaied vdth the 
inv treaiment elleit estimate. By block permutition. we mean that pe^ 
muiatiorts are done withki soau defined ^ the preprogram wriables used 
in the randomlialion protoerst cohort, gemler, number ol siblings, mother's 
IQ, and high-risk index. Ml Mtiifiple hypotheslt stepdovm P values as- 
sociated with (v). The multiple liypoltiesis (esring h appMvd to blotks ol 
outcomes. Btocks of varlablts that are tested lidnHy using the stepdown 
algorithm ore rietineated by twhiontal lines. P values ^ 0.10 are In bold 
type. COC, Crniers (or Disease Control and Prevention. WHO. World Hoallh 
Orgonftatlon. We use welght-lorlength 2 BSth percentile for being 'ahitsk 
overweigiri'' under 24 months and BM-for-age '■* RSih percentile lor being 
overwctghi lot 24 months and older (45). See uUe S13 for comptete es- 
timation results. 


VariaM* 

Control 

meats 

Treetmenl 

mean 

OiflereMe 
in means 

Condiliunit 
trvatmenl effect 

OUkN 

P value 

irepdowts 
P value 

Health Inwrance coverage at age It) 

0.474 

HMlifi care at egeiO 
0.704 

0i?l 

0.224 

0.039 

0.039 

Btiyt health insurance at age 30 

0.333 

0.630 

0.294 

0.248 

0.035 

0.000 

Nospiui or doctor offtce care when sick at age 30 

0.524 

0.B15 

0J91 

0.2M 

0.017 

0.048 

at risk ovcrwcIgM (COO at 3 months 

Physfeof devefopmenf H cAlUhood 

0.227 0.037 0.190 

0.204 

0.024 

0.121 

at risk overoetght (COO at 6 months 

0.250 

0.080 

0.170 

0.2OS 

0.074 

0J82 

ai risk ovswetglht (COO at 9 months 

0.412 

0.000 

0.412 

0.444 

0.004 

0.023 

at risk ovcnvctght (CDO at 12 muniht 

0.429 

0.000 

0.429 

0 408 

0.001 

0.009 

ai risk wH'ivnight (COO at 18 miMlhs 

0.389 

0.000 

0.389 

0.38S 

0.000 

0.004 

Oumeighl (CDO at 24 months 

0323 

0.000 

0.313 

0 343 

0.001 

0.011 

Ownrrtght tCDO at 34 riMnlhc 

0.158 

0.060 

0.078 

aoga 

0.194 

0194 

Ownietflit (CDO at 48 tiwnlhs 

0.300 

0.147 

0.133 

0.131 

0.150 

0.735 

Owrweighi (CDO at 40 imnlhs 

0.309 

0.125 

0.17$ 

0.187 

0.051 

0.179 

Overweight (CDO It 94 months 

0.421 

D.120 

a301 

0.284 

0.030 

0.U7 

WeigHt-4or*len0h change Ch-24 months ICDO 

OA5a 

-0.10$ 

a9«3 

1.176 

O.OS8 

0.051 

Weight-tar-Icngth change 0-24 months (WHO) 

1245 

0.144 

1.100 

1.397 

0.049 

0.057 
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Fif. 1. BMI for nulti, og«s 0 to S, by trootment 
staliB. The Mark wIM Une depkb the density fo« 
treated malH; the Uack dadved line depkb the dmdty 
for control males. The graphs display nonparametrk 
kernel estimaies of the pmbaHity den^ function 
based on (he Epanedmiitov kernel The ksnel K b 
KUi) e where IM h an imtitatM 

functiOR. 



A RMlfWIIOanMihcfanr C MllfW||UpD«ib«tat) E UMI(WMOnw*dM| 



FTg. 2. BMI tw males ages 0 to 4 years (A, C, and E) and 2 to 8 yeafs lines represent mean BMI by age for dIHareni groups, and the bands around 
(B, 0. and F), by treatment and obesity status at m(d*30s. The each Ibie represent standard enors for die (orres|»nding means (one starf 
graphs show BMI / scores at different points In cbltdhood (0, 3, 6, 9, 12, dard error above and beUm). (A). (0, and (O use the WHO growth charts to 
IS. 24. 34, 4S. 40, and 94 nsonths) by treatment and control status flAt construa (he i stores; (B), (OK a^ use (he COC growth charts. The COC 
and (B)|. by obesity status (BMI 2 30) In adulthood ((0 and <0)1. and by recommends the use of the WHO grtnmh charts for kss than 2 years of age 
severe obe^ status (BMI i 3S) In adulthood «B ,ind (F)|. Solid and dashed (see «MM.(dcgovfgrDwthchartsA«ho_cham.htmt. 
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H|. 9. BMI for ftmato, aqm 0 lo S by 
iMiit stalm. Th» bUdi <olld line dtptcuthe density 
lor treated remelei: the bUck tbihid line depkts 
the density for control fenulev The grotdB dispUy 
iwfmmebic kernel esilnutes ol the probability 
density lunctien based on the Epanechnikov (omel. 
The leemelVIsfflui • |U-(rOl(|ut::l|.«herel|’l 
Han indkator luncUon. 



Fii. 4. MU for females epos 0 to 4 yws {A. C,mdE} and 2 to 1 years represent mean BMI by age for different groups, and the bands around 
<8, 0, and F), by treatment and obesity lUtns at nrM*30s. The graphs each line represent standard errors for the corresponding means (one 
them BMI / scores at diffHent points in chHdhoed <0. 3. 4. 9, 12, 18. 24, staitdard error above and beiow). lA), (O, and IE) use the WHO growth 
9b, 48, 60, and 96 months) by treatment and control status ((A) and IB)], charts lo construct Ihe a Keres:fB), {D>, and IF) use the COC growth charts, 
by obe^ status (BMI > 30) in adulthood ((0 and (0)j, and by severe The CDC recommends the use ol the WHO growth charts for less lhan 2 years 
obesity status (BMI i 3S> In adulthood [ID arsd IF)]. Solid and dashed tines of age (see iinw.cdc90v^rew(luhattshMso_charts.h(m). 
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Tabit 4. ABC bdervention, fenittu htalth cart al agt 30; physkat 
dcvtlopment in dilldhOMl. Ihh uMrpmimtcthe inkrtnceand dcxriptive 
(taiitticf of selected outcomes of (tie ABC intervention. Tbe first celunw de- 
scribes Ote owlcome anafynd. The remaining sis eotumns present the sta- 
ttstkal analysis. The coltmiRs present Ihc foUowing InforniaHon: (0 Controi 
mean. Hi) Treatment mean. (HO UnconditionM difference in mans aooss treab 
meni and control groups. We muttiidv Use diticrence in means by (>•1} when a 
higlicr value of the variable In llie raw data represents a worse outcomeM dial 
all oukomes are normaiitcd In a favorable directiM (but are not restricted to 
be positive). (Iv) Conditional beabncnf effect connellbig forcoharl, number of 
tiWIngv mottw't K), and Mgh-risk ksde al bMh, and accoutstlng for jltntlon 
udng IPW. The selKtion of covarwtes for ff^ b based on the lowest AlC 
among models eumining all cumbeiations of lovariales Ihat present sta* 


HsbiaUv signidcanl fmbalarKe betneen atlnleri and nonaltriiccs. See ttgr 
plementary materials section C iwd taMo S2. M One*sided shtgle-hypMhe^ 
block pctmufallon P vaUie associated with the IPW treatment etfeci tstimaie. 
By pcmuitatliMi, m mean that permutations are done wflhin strata 
defined by the preprogram variables us^ In the randomiration protocol: co- 
horL gert^, numbev of sibiings, molher's KX and Mglwijli indes. (vi) Mul 
tiple hyiNtlreils stepdom vatue assuctaled wWi (v). The muMpte hypoihesb 
testing is applied to Hocki of osilcomes. Blocks of variables that are tested 
iointly using the stepdown aloorithnt are dolineaied by boriioniat Hnes. 
P values o.to are in bold type. We use welgM*far-lcngih < BSih pemtidi 
for beii^ ‘at'Tbk ovetwetghi* under 24 monttrs. and BfNI-for'age i BSth 
percentile for being overweight lor 24 months and older 145). See table $14 
for compleie eslfmallon resufts. 


VaHaUt 
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Treatment 
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DtHcrence 
in means 

Candltianal 
treatment effect 

Block 

P value 

ktepdown 
P vatuc 

Haatih insurance covirage at age 30 

03S7 

rfeoPh care or age JO 
0.7M 

-0.097 

-0.159 

0.943 

0.943 

Buys haahh Insurance «l age 34 

0.357 

0400 

0JM3 

-0.027 

0.511 

0.810 

ttmpKal Of doctw effirv lara when ikb at agt 30 

0.929 

0400 

-0.129 
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0.944 
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PPftkol devefepmenr W cMWfiood 
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0.411 
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At risk overweight (COCI at 4 montlH 

0.423 
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0212 
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0.237 
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0.340 

0.14} 

0.217 
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0.548 

At risk wenwl^t (COCI at 12 monSin 

0470 

0.200 

0.270 

0.141 

0.055 

0.274 

At risk overweight (COC) at U inontln 

0,440 

OJIB 

0,122 

0410 

OJll 

0 449 

Oveiweighl (COO al 24 munths 

0.412 

0.174 

0,238 

0.195 

0443 

0.517 

Overweight ICDO al 14 months 

0.241 

0.143 

0.118 

-0.020 

0402 

0.554 

Overweight (CDO al 4fl months 

0.192 

0.409 
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-0.247 

QiM4 

0.944 

Overweight (CDO at M months 

0241 

0.773 

-0.012 

-0,050 

0554 

0.781 

OvcnvelghI (COO at 94 months 

0.174 

0350 

-0.174 

-0.230 

0JH3 

0.98S 

Weight-fiiftength change 0-24 months (CDCI 

0«$7 

0.91S 

-0.042 

-0.052 

0458 

0.488 

WrtghHor-tengIh change 0-24 monihi (WHO) 

1.129 

LZ15 

•0,005 

-0004 

0.660 

0,440 
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Structure of the Yeast Mitochondrial 
Large Ribosomal Subunit 

AloKcy Amuntv/ AUn Brown,* Xioo-fhen Boi,* Jose L. Llker.* Tonweer Hussi(n, Purl Emstey. 
F»i Ua 0 , Gorib Murshudov, S)ors H. W. S(here$,r V. fUfflohrishnant 


MlloiiwndriA hAve spetialited nbosomes (h#t have dtwerged bom the*r bMterial and cytofiUvnit. 
(OunierparK. We have io(ved the structure ol the yeoit milorlbosoiTidl large subunit using sIngtefiaAlilt 
crycr-«le<tian microscopy, the resdiiUon of 3.2 angstroms enobied a ne«riy compleie atomic model 
to be buill de novo and reftiwd. IntUiding 39pro(clni. IBofwbkh aic unique to mitochondria, 
as welt as expansion segments of mltoribosomal RNA. The stiuctwe reveals a new exit (unnet path 
and architecture, unique elements of the E site, and a pvtatrve membrane docking site. 
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Mr. DAVIS. I also — well, let me ask you, Ms. Kilburn. You men- 
tioned in your testimony that studies — that the Federal Govern- 
ment has studies underway, and the data has not all been collated 
and put together, and so there is not a report yet. But without that 
report, would you say that home visiting is really an effective way 
of helping to strengthen and prepare children and their families 
that ultimately will provide them with healthier lives, and even 
save our taxpayers a great deal of money? 



68 


Ms. KILBURN. There is a strong research base that supports the 
idea that these individual programs can improve outcomes for chil- 
dren and families. What MIECHV adds to that is allowing us, for 
the first time, to test the concept of scaling that up on a large basis 
in order to see if we can capture those effects that were found in 
individual programs at a community or a city or a state level. 

So, there is a lot of evidence to support the basic idea behind 
MIECHV, and now we are really testing if it can achieve this 
transformation in the way we deliver human services so that in- 
stead of treating things after the fact, we prevent them. And so 
there is a large research basis that supports that idea, and we are 
really testing it right now. 

Mr. DAVIS. And I guess the reason I indicated — I said that for 
all of my life I have been associated — I have lived in low-income 
communities all of my life, growing up, and, of course, even today. 
I used to train community health aides, basically, to do home vis- 
iting, and basically to make assessments of the health needs of in- 
dividuals in the community who often times would not come to the 
clinics unless they had been prompted a little bit, prodded a little 
bit. 

And I know that there have been people who have said that 
these programs are unnecessary, that they don’t really work, or, if 
they do, let the local governments and the state governments pro- 
vide the resources. Are you aware that the Eederal Government, 
based upon your research, has been very instrumental in making 
these programs work, and work effectively? 

Ms. KILBURN. I don’t think we have research evidence on 
MIECHV, per se. But what MIECHV is doing is providing the data 
for us to answer that question. We don’t have that right now, but 
the study underway will provide insights into that. 

The reason it is important that the Eederal Government does 
this is that, while the individual states have been increasing their 
investments in home visiting, it hasn’t been in a systematic way 
that supports evidence-based programming and that provides infra- 
structure support to implement programs while also using evi- 
dence-based practices in implementation. 

And so, if we allowed the states to do it one by one, we wouldn’t 
really know the answer to that question: Does scaling this up 
transform human services? We just have a patchwork or sprinkling 
of different, smaller experiments. 

Chairman REICHERT. Thank you, Mr. Davis. 

Mr. DAVIS. Thank you very much. Mr. Chairman, let me just 
thank you on assembling one of the most outstanding panels I 
think that I have heard testify on this matter. So thank you all 
very much. 

Chairman REICHERT. Thank you. 

Mr. DAVIS. Thank you, sir. 

Chairman REICHERT. Thank you to the staff. Mr. Kelly, you are 
recognized. 

Mr. KELLY. Thank you. Chairman. And I agree with Mr. Davis; 
this is a good panel to have before us. 

One of the things that I have been wondering about — and, of 
course, it seems to me that home visits are critical if we are going 
to continue to support families. And I think one of the things that 
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we have seen in our cultural that is causing a greater problem is 
the fact that the nuclear family is now not at the same level it used 
to be. 

Now, some of these programs are working, but there is a lot of 
areas that they are not working. What could we do to change that? 

Mr. Baron and Ms. Kilburn, you both had testimony towards 
that. So how do we look at a good return on the investment for the 
American taxpayers that we actually make a difference in these 
peoples’ lives? 

And, Ms. Sucilla, I really applaud you for what you have been 
able to do. But that is an example of the success of it. So, tell me. 
What else could we do? What programs aren’t working? And how 
would we redirect or redeploy those dollars to make sure that there 
is a better return on it, not just for the taxpayers, but also for the 
people that we are spending the time with? 

Mr. BARON. Well, for some of the more effective models, like the 
Nurse-Family Partnership, one of the things that they did was they 
measured long-term impacts for both the people who got the pro- 
gram, the program group, and a control group of families that did 
not get the program. They measured their use of public assistance 
over a 12-year period, and found that the savings in families’ use 
of public assistance more than offset the initial program cost. So, 
at least for that model, there was strong evidence not only of im- 
provement in people’s lives, but savings to the taxpayer. 

But MIECHV funds, as I mentioned, a diversity of home visiting 
models, some of which have been found in rigorous studies not to 
be as effective. One of the things that could be done to shift funds 
within this program to more effectively focus on programs that 
really make a difference in people’s lives is to slightly change the 
evidence standard to make a modest but important revision in the 
evidence standard. 

Right now, the program’s standard for “evidence-based” is that 
the program model produces statistically significant effects. But the 
standard does not ask whether those effects are of policy or prac- 
tical importance, like reduced use of public assistance or reduced 
child maltreatment rates. That has opened a loophole in the pro- 
gram, a modest loophole, allowing several models to qualify as evi- 
dence-based, solely on the basis of statistically significant effects on 
outcomes that may not be particularly important, or effects that 
may be tiny in magnitude. That would be one 

Mr. KELLY. Okay, but as you look at this, you have data that 
you can look at across the board on different programs. 

Mr. BARON. Yes. 

Mr. KELLY. You have the ability, then, to look at which ones are 
working and which ones aren’t working. And I would just think 
that, when you look at that, and you are looking for a really good 
return on the investment, we are talking about building a stronger 
society, and you only can do it through building stronger families, 
which will result in stronger communities and a stronger country. 

So, when you look at these, then, how do you separate one from 
the other, say, you know, “This is one that we see working. These 
other ones aren’t doing what they are supposed to do.” Ms. Towne 
and Ms. Sucilla talked about how that one worked for them. And 
I will just tell you, being a grandfather and having eight grand- 
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children — two more on the way — I have seen what can happen with 
families that are very supportive, and they get help from the out- 
side. 

So, you have the ability to do this, though. You can actually com- 
pare programs and say, “This one works, this one is not working 
the way it should,” and you can redeploy those dollars. That is the 
effort that you are trying to do. Is that not correct? 

Mr. BARON. Yes. A very — a straightforward way to do it, which 
is used in many different areas now, increasingly in social spending 
as well as in medicine. A home visiting program model generally 
does not have enough money to serve every family that qualifies. 
So one thing that is often — that is sometimes done is to do a ran- 
domized control trial, where you use a lottery — meaning random 
assignment — to allocate some families to receive the program, and 
other families, an equivalent set who serve as a control group. 
They get access to the usual services in the community. 

And then you track outcomes, important outcomes, over time, 
like rates of child maltreatment for the program group versus the 
control group; families’ use of public assistance in the program 
group versus the control group. And the outcomes there will tell 
you which program — in a scientifically 

Mr. KELLY. Are you able to share that information back and 
forth, then, and actually, you know, come up with a change, then, 
and actually look at this as the best — this is the best way to spend 
those dollars? You can only spend a dollar once, so you want to 
make sure it is spent the right way. So, to get the most mileage 
out of it, you can actually share that data and improve these pro- 
grams. 

Mr. BARON. That can be shared. And, in fact, MIECHV does 
that, it looks at that data, and it allocates — the grants are made 
toward — on the basis of evidence as one of the main selection cri- 
teria, that kind of evidence. There are ways in which that evidence 
criterion can be strengthened. But, in general, the program allo- 
cates funds naturally, based on that data we were just talking 
about. 

Mr. KELLY. Okay, all right. Thank you. And just to — so we can 
redeploy these dollars the right way after we have looked at this 
evidence that is conclusive. And you say, “Listen, we don’t need to 
spend money over here. This program is not coming up with the 
results that we need,” and we can redeploy. 

That is my main concern, because I think too often we continue 
to spend money on programs that aren’t effective. And we say, 
“Well, why do we do this?” It is because we have always done that. 
That is not the answer. The answer is to change it so it benefits 
families more. 

Mr. BARON. I couldn’t agree with you more. That is one of the 
unique features of this program, as opposed to the way social 
spending is often done — social programs are often done — that in 
this case money is allocated on the basis of evidence. So, if new 
findings come in showing a particular model is effective, or a par- 
ticular model is not effective, the funding is naturally, through the 
grant-making process, allocated toward the more effective models. 

Mr. KELLY. Okay, good, thank you. 
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Chairman REICHERT. Thank you, Mr. Kelly. I think that is the 
question I was asking, too. Mr. Kelly and I, we are going at it at 
different angles, as to how the information is shared, the programs 
are changed, so that they fit what the star of our show today needs. 

So, Mr. Renacci, you are recognized. 

Mr. RENACCI. Thank you. And I want to thank you. Chairman 
Reichert, for holding this hearing, and highlighting the importance 
of using evidence brand models to home visiting programs. And I 
also want to thank the witnesses. This is a great panel of wit- 
nesses. 

In my home state of Ohio, an estimated 1.8 million Ohioans are 
living below the poverty line. Poverty has increased by approxi- 
mately 58 percent over the last decade, despite a stagnant popu- 
lation and a whole host of federal programs created to end the cycle 
of poverty. So I am glad we are here today to discuss policies that 
work. 

Ohio’s rate of infant mortality is also ranked the 11th worst in 
the nation, averaging 7.7 deaths per 1,000 births in the first year 
of life. In fact, according to a study conducted by researchers at 
Case Western Reserve University, infant mortality exceeds some 
third-world countries in certain neighborhood surrounding the uni- 
versity’s circle area in Cleveland. 

While I applaud the efforts of home visiting programs that have 
been proven to improve the safety and well-being of infants and 
children, we as a nation cannot continue to financially support inef- 
fective programs. As a small business owner, when I implemented 
a particular program, I also wanted to ensure that the procedures 
that I created were effective and really meeting certain goals that 
I created for those employees. Businesses — and my business — actu- 
ally measured our programs and used evidence-based models in 
order to guarantee success. And I think the Eederal Government 
should be no different. 

As a Member of Congress, I want to protect taxpayer dollars 
from going toward ineffective programs, and redirect them toward 
programs that do what is intended, and lift individuals out of pov- 
erty. I really hope, together with my friends across the aisle, that 
we can determine what works, what doesn’t work, and can make — 
so that government can finally empower individuals to become 
independent and self-sufficient. 

Ms. Towne and Ms. Lowell, both of your programs have been 
shown to increase the safety and well-being of young children. Eor 
example, I know families who have gone through the Nurse-Eamily 
Partnership program, have been shown to have fewer child inju- 
ries, fewer emergency room visits, and less reported child abuse 
and neglect. Eamilies participating in Child Eirst also are less like- 
ly to be involved with Child Protective Services, even after three 
years. Both of your organizations have had some successes. What 
do you think are really some specific factors that have led to these 
outcomes or successes? 

I will start with you, Ms. TOWNE. 

Ms. TOWNE. Could you repeat the last part of your question, 
please? 
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Mr. RENACCI. Yes. What do you think are some of the specific 
factors that have led to these outcomes or successes for both of 
your programs? 

Ms. TOWNE. That is a complex question. I would say that there 
are many factors of the Nurse-Eamily Partnership model that have 
led to success. Erom a home visiting point of view, I believe that 
it is the length of time and the intensity of the program that allows 
me to continue to support a family for two-and-a-half years in de- 
veloping a strong infant bond, a strong family — a stronger family 
unit than when our relationship had started is part of what helps. 

Mr. RENACCI. So you are zeroing in on the two-and-a-half 
years, making sure the program — ^you feel pretty strongly about the 
two-and-a-half year time frame. 

Ms. TOWNE. I feel pretty strongly that a larger length period of 
time, along with the intensity of the visits — we are looking at ap- 
proximately two hours per visit every other week — allows quite a 
bit of time for growth. 

Mr. RENACCI. Ms. Lowell, do you have any 

Ms. LOWELL. Yes. I think that for us, there are a number of fac- 
tors. One is the intensity of the training for our staff. We are work- 
ing with both bachelor’s level care coordinators and master’s li- 
censed clinicians, as our mental health clinicians who go in the 
home. And we have a training period that lasts a year’s time (not 
before they can start; they start after an intensive two-week train- 
ing). But we both have what is called a Learning Collaborative, 
which lasts a year’s time, and we have our senior clinical consult- 
ants working with each new site on a weekly basis. 

So, we are really looking at, “do you have fidelity to the model, 
do you really understand what the work is about, and are you 
doing it well?” And we also look at implementation measures on an 
ongoing way every single month, and we also look at outcomes, at 
baseline six months and at discharge. So we are able to say, “Do 
we have a problem here? Are the people who are implementing this 
model doing it really well? Are they doing it according to the model 
fidelity,” which I think is essential. 

The other really important piece about the work itself is it is 
built on relationships and on building relationships. And I think 
that, at least when you talk about the families that we serve, 
which are the most vulnerable, they are the ones who have had 
abuse and neglect, domestic violence, homelessness, substance use; 
these are really difficult families. They don’t trust easily. And they 
are not very willing to let new people into their lives. And it takes 
time to build that relationship. But when you have built that rela- 
tionship of trust, you are able to make a real difference. These are 
families who want to do the right thing, they want to do the best 
for their children. They are there. But it is a process. 

And so, if you can build that relationship you can work with both 
the parent or care giver and the child therapeutically, to under- 
stand what are the barriers, what are the problems. But it is not 
so simple. We can’t just teach them, because that is not enough. 
They don’t learn that information. It has to be at a deeper level. 
And I think, for us, with our families, we are so successful with 
them because we do go to that deeper level, and make sure our 
staff are doing it correctly. 
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And one other really important thing I have to say is I think 
that, as was said, that our home visiting models are different, and 
they target different outcomes. And it is really important for us to 
be matching the outcome that the family needs and wants with the 
kind of program that they are getting. And I think that we have 
problems when we have a mismatch there, when we have a very 
vulnerable family, a mom who is running from domestic violence, 
who is severely depressed, and someone who is just going to be 
teaching them things when the mom is not available to learn them. 

But, I think that for other moms — that it may be a perfect match 
for them. So we need this continuum of models to work together 
in a system if we are really going to be effective. 

Mr. RENACCI. Thank you, Mr. Chairman. 

Ms. LOWELL. Thank you. 

Chairman REICHERT. Thank you. That was two minutes over 
time, but that was so passionate, there was no way I was going to 
interrupt. 

Ms. LOWELL. Sorry. 

[Laughter.] 

Chairman REICHERT. That was a great answer. Mr. Doggett, 
you are recognized. 

Mr. DOGGETT. Thank you very much. Dr. Lowell, you described 
in your testimony the need here is enormous. What would be the 
impact in your area if the federal funding through MIECHV is not 
continued beyond next spring? 

Ms. LOWELL. Oh, thank you. That is a really important ques- 
tion. We have — with our MIECHV funding, we have five new sites 
and three expansion sites, which cover about a third of our state 
Child Eirst programs. So, if the MIECHV funding is not continued, 
there is very high likelihood that those programs will be closed. 
And all of those children and families in those areas will not be 
served. 

Mr. DOGGETT. And you used in your testimony the comparison 
between a $7,000 cost and a $30,000 cost for not relying on home 
visiting to intervene in advance. Would you elaborate on that? 

Ms. LOWELL. I think that we are seeing tremendous cost sav- 
ings — at least we did a preliminary cost benefit analysis in looking 
at our data, and we need to do much more. But we know that, for 
instance, if one of our children, many of our children have very se- 
vere behavioral problems and mental health problems if one of 
those children were to be hospitalized for just two months in a psy- 
chiatric hospital, it would cost $130,000. We know that we are get- 
ting great language outcomes. If one child needs special education, 
it is going to cost $16,600. If one child goes into foster care — and 
I have heard various costs but we are talking about, potentially, 
somewhere between — depending on the numbers I have seen — 
$20,000 and $80,000 for a child for a year in foster care. And many 
of our families have multiple children. 

Eor example, we just had a family that I just heard about, which 
we started working with, where Mom was going to be evicted. She 
had six children. Our care coordinator got her into a shelter ini- 
tially, and then got her an apartment with low-income housing, 
and saved six children from going into foster care. And the trauma 
of foster care is very major, because that separation is really dif- 
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ficult, especially if it is not because there is abuse and neglect, but 
just because the circumstances can’t support that parent caring for 
the children. 

So, I also see we are getting other outcomes — we have some data 
on hospitalization and ER visits, which is actually — it is very pre- 
liminary, but we are talking about a four to sixfold decrease in hos- 
pitalization and emergency room visits. 

Mr. DOGGETT. Thank you. 

Ms. LOWELL. Thank you. 

Mr. DOGGETT. Thank you very much, and thank you for what 
you are doing there. 

And, Dr. IGlburn, you have made reference, of course, to this im- 
portant study that will come out next year, and the blend that is 
already in the Act to both permit some innovation, but to ensure 
that our dollars are well spent with evidence-based programs. Do 
you believe that that study will allow us to focus on more effective 
programs? Or do you think that the study is something that would 
lead to the elimination of the federal program entirely? 

Ms. KILBURN. I think the study will indicate whether this scal- 
ing up of the individual programs has been accomplished. So, were 
they able to replicate these programs with fidelity, and can we pro- 
vide not just the quantity, but also the quality? I think it will also 
indicate whether, when you scale the programs up, you replicate 
the same outcomes. 

So it is one thing when Darcy is overseeing Child First very 
closely; we are pretty confident that we are going to get great re- 
sults. But when we start having this replicated in other states, and 
Darcy is not directly involved, for example, can we achieve the 
same outcome? So it will provide information of that sort. 

Mr. DOGGETT. You believe in the value of home visiting as a 
way of preventing abuse and cost. It is a question more of how to 
do it, rather than whether to do it. 

Ms. KILBURN. That is right. 

Mr. DOGGETT. Is that correct? 

Ms. KILBURN. That is correct. 

Mr. DOGGETT. And, Ms. Towne, I am very impressed by both 
your testimony. But what would be the effect in your area if you 
lose federal funding? 

Ms. TOWNE. Unfortunately, as a home visitor, I am not sure 
that I could really testify to the answer to that, as far as funding 
resources go. I believe it would have a significant impact to our 
families in Yakima County. 

Mr. DOGGETT. I think your testimony — and yours, as well — 
really did bring a human, very human dimension to the statistics 
that we frequently throw around here about how this program, this 
intervention, can really help make a difference in lives. And I look 
forward to your continued involvement, and report to the com- 
mittee on how we can achieve the very most in using home visiting 
as a way to prevent abuse and other costs. 

Thank you so much for the testimony each of you gave. 

Ms. TOWNE. Thank you. 

Chairman REICHERT. Thank you, Mr. Doggett. Mr. Griffin, you 
are recognized. 
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Mr. GRIFFIN. Thank you, Mr. Chairman. Thank you all for 
being here today. Mr. Baron, I wanted to focus a little bit on 
HIPPY USA, which is — although it serves many folks across the 
country, it is based in Little Rock, which is my district, second con- 
gressional district in Central Arkansas. And HIPPY stands for 
Home Instruction for Parents of Preschool Youngsters, HIPPY 
USA. 

So, they are operating both in rural and urban areas, and I 
wanted to ask you, Mr. Baron, when you are reviewing your models 
for effectiveness, are you seeing any differences between the out- 
comes in rural areas versus urban areas? And, if so, what do you 
attribute those differences to? 

Mr. BARON. It is interesting that there have been evaluations 
of — scientific evaluations of home visiting, randomized trials that 
have been done in both rural and urban areas. One of the Nurse- 
Family Partnership studies was done in Upstate New York, in a 
rural, primarily white population, and that study found very large 
effects, as long as 15 years after the study began, for the treatment 
compared to the control group. Big decreases for the children of the 
mothers, for instance, in rates of criminal activity and rates of 
child maltreatment, and so on. 

But some of the other studies have been done, other good stud- 
ies — another Nurse-Family Partnership randomized trial was done 
in Memphis, Tennessee, an urban setting. This study also found 
large effects, but different. The effects may vary for a variety of 
reasons. It might be the women in Upstate New York, there was 
a larger population of smokers than in Memphis. And then the 
third trial was also urban — that was done in Denver. 

What was most impressive about those sets of studies was that 
sizable effects were found across different ethnicities, rural versus 
urban. There were different effects across the different studies, but 
all showed important improvement in people’s lives. The differing 
effects could have been because the populations were different. 

Mr. GRIFFIN. I think — Ms. Lowell, I think you referred to the 
fact that different programs or different methods are used to reach 
different outcomes. Different families have different needs. And I 
was wondering — and either you, Ms. Lowell, or Mr. Baron — when 
you look at these different programs, are there some programs or 
methods that work in certain areas — urban areas, for example — 
that don’t work as well in rural? Have you seen anything that 
would indicate that, or different parts of the country? 

Ms. LOWELL. I think that, first of all, it has to do with the 
uniqueness of each family; and that if you really do a good assess- 
ment, and you really understand what the needs of that family are, 
you are going to be the most successful, because you are going to 
be able to target your intervention specifically to the needs of the 
family. 

As you described so beautifully, it is about what that family 
needs. Now 

Mr. GRIFFIN. And just to interrupt there, because — so with each 
of the different models or programs or methodologies, that flexi- 
bility exists. They — with each of them they try to take the par- 
ticular family’s circumstances into account, and there is a certain 
flexibility there? 
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Ms. LOWELL. I think that each model does it in their own way. 
But I think that different models have different capabilities. 

And, for instance, in Connecticut we work in partnership with 
other home visiting. We have another big home visiting program. 
And so, we often get referrals from that other home visiting pro- 
gram, because they have a para-professional model. They know, if 
they are working with a mom who is really depressed, or one who 
has, let’s say, domestic violence, that they are not really the right 
model to work with that family. So they will refer them to us. And 
we will do a very close transfer, so that we will then take that fam- 
ily, or take a family with a child who is having major behavior 
problems. 

I think that each of us has the same idea, that these are very 
family-focused kinds of interventions. And, in that sense, I think 
that everyone is trying to do that, really trying to understand who 
their families are. 

Mr. GRIFFIN. So there is some degree of nimbleness, if you will, 
to allow for tweaks and changes if — it sounds like, through trans- 
fers, or what have you — if things aren’t working exactly as maybe 
one thought. 

And I am out of time. Thank you, Mr. Chairman. 

Chairman REICHERT. Thank you, Mr. Griffin. Mr. Crowley, you 
are recognized. 

Mr. CROWLEY. Ms. Kilburn, did you want to respond very 
quickly to that? 

Ms. KILBURN. Sure. I just wanted to raise one issue that hasn’t 
come up today that I think is relevant, and that is that a con- 
straint for implementing these models is the local workforce, and 
this is particularly relevant for rural areas. 

So, if you have a program that needs to deploy mental health cli- 
nicians, or registered nurses, it is the case that many rural areas 
are designated as health professional shortage areas, and you 
might have selected one of these great programs, and have the will 
to do it, and even have the funding, but you don’t have the trained 
personnel to be able to pull it off. 

So, I think particularly in our rural areas, we are observing that 
some of these programs have not been selected, and that may be 
a contributing factor. 

Mr. CROWLEY. I appreciate that. Thank you, Ms. Kilburn. 

Mr. Chairman, reclaiming my time, I am very pleased we are 
having this hearing here today on an effective, evidence-based pro- 
gram that has tremendous social benefits down the road. Being 
from New York, I have seen the great work of the Nurse-Family 
Partnership and what it does, and I have been so impressed with 
the results this program has shown over the years. 

New York City Nurse-Family Partnership is the largest urban 
program of its kind in the country. It has served more than 10,500 
clients since its creation in 2003, and currently serving more than 
1,700 clients across all 5 boroughs. These dedicated professionals 
like Ms. Towne are working with New York City families to make 
sure they have the education, information, and assistance they 
need to raise their children and become stronger families. And the 
long-term results are so impressive, even beyond what you would 
expect from the immediate assistance provided. 
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Mr. Chairman, I would like to, if I could, offer into the record the 
state profile of the Nurse-Family Partnership of New York, if I 
could. 

Chairman REICHERT. Without objection. 

[The information follows: Mr. Crowley] 
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Rep. Joseph Crowley 


— Q Nurse-Family 
y^o\ Parmership 


STATE PROFILE 2013 



NURSE-FAMILY PARTNERSHIP IN NEW YORK 

Nurse-Famity Partnership (NFP) is an evidence^ based, community health program that helps 
transform the lives of vulnerable mothers pregrvani with their first child. Each mother served 
by NFP is partnered with a registered nurse early in her pregnancy and receives ongoing 
nurse home visits that continue through her child's second birthday, independent research 
proves that communities benefit from this relationship every dollar invested In Nurse* 

Family Partnership can yield more than five dollars In return. 

NURSE-FAMILY PARTNERSHIP GOALS 

1 . Improve pregnancy outcomes by helping women engage in good preventive health practices, 
includrng thorough prenatal care from their healthcare providers, Improving their diets, and reducing 
their use of cigarettes, alcohol and illegal substances; 

2 . Improve child health and development by helping parents provide responsible and competent care; and 

3 . Improve the economic selhsufficiency of the family by helping parents develop a vision for their own 
future, plan future pregnancies, continue their education and find work. 



1 


Positive Outcomes for dienls Served by 
New Yolk's Nurse-Famity Partnership 

93% children received all recommended 
immunizations by 24 months 


89 % 


of mothers initiated breastfeeding 
and 34% continue to breastfeed at 
child age 6 months 


76 % 


of mothers had no subsequent 
pregnancies at program completion 


6 Q % f^others are in the workforce at 

program completion, up from 34% at 
intake (among those clients 18 and 
older at intake) 


CLIENT DEMOGRAPHICS 
At intake 
Median age-. 20 
e6%iD Unnwfied 
71% Medicaid recipients 

CtcnUtewr diU « o( Sept. SO. JdU 
Race 

50% Black or African American 
35% Decttncdnsetridentl^ 

16% White 
4% Mufti-radal 
3% Aslan 

1% Anwflcait kxlian/Alaska Native 
1% Native Hawaiian/Paciric IsUnder 
Ethnklty 

S6% Non-Ht$pani(/iatirva 
36% Hispanic/LaOrsa 
8% Declined Ip seir-idenUfy 


Data 0(L X TOtO • SepL 30, 3012. 
Al daUK cfiMt Mir-idcnUtad. 
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STAtIMOmij NIWVMN 



In New Yolk, Nurse-Family PartnersKIp correntty 
serves families in aU five boroughs of New York 
City and in Monroe and Onondaga Counties. 


health program that has been documented to 
achieve lasimg and significant effects through 
multiple, well-designed randomiced, controlled 
trials. More than 2S years of research proves that 
It works. This evidence shows our clients - low- 
income. first-lime mothers - that if they follow 
the program and work with thew nurse, they 
can transform thek lives and the kves of their 
children. Meveover. Indepcrsdcnt policy research 
makes dear that every public health dollar 
policymakers and communities invest m Nurse- 
Family Partnership could reakte more than five 
dollars in return 


I : rtniiMiiii) :<M>i 
I'tMii tiAKi'iiviiii n;n\ 


IMPLEMENTING AGENCV CONTEXT 
Nurse-Familv Parirrershlp ortgmaled in New 
York Slate vrhere the first of three randomaed. 
controlled trials was conducted in Elmira lo test 
the program's effectiveness. After all three 
research trials demonstrated powerful outcomes, 
the NYC Department of Health and Mental 
Hyglerte adopted the program. Smee 2003, the 
NYC NFP has exparvded lo become the largest 
urban site m the nation In 2006 and 2007, Ihe 
program expanded to Monroe and Onondaga 
Coonites. respecth/efy. 


I FUNDING CONTEXT 


Nunse-Faittily 

ftutnership 

r» I li 

HewcNoqaits 
Wo^am OmWoiw 
30}au<fin 


NTP Niitiorsl SrrvK* Ollifr 
IVOO Grail Sl'eei Si4l» 400 I 
Oe«HMr. CO 8(1/03 I 
wwMr<u(i«rwr»lypa(Ute(shp.u(e | 


Funding sources for New York's NFP programs 
throughout the state vary and irKkidc: state 
and local health departments, the Slate Office 
of Children and Famtly Services. Medicaid, the 
federal Healthy Start irMtiative, the New York City 
Council and county gertcrol funds, as well as the 
United Way of Greater Rochester and numerous 
other private funders. In January 2012, New York 
State's Medicaid Redesign Team submitted its 
final set of recommendations to the governor 
for approval-mciuding a proposal by the NYC 
Department of Health and Mental Hygiene for 
more comprehensive Med'oid coverage of NFP 
home visits as a preventive service. If granted, 
Medicaid funding would increase for all NFP 
programs statewide. 

POBltC HEALTH PROGRAM WITH PROVEN 
AND MEASURABLE RESULTS 

Societal Benefits 

Nursc-Farntty Partnership is a rate comruunity 


National Recognition 

' The Washington Stale Institute for Public Poky. 
The RAND Corporation and The Brookings 
institution have concluded that Irtvesiments 
in Nurse-Family Partnership lead to signlhcam 
rehtftKto society and government, giving 
taxpayers a $2.68-5.70 return per dollar 
invested in the program. 



• The Partnership for Amertca% Economic Success 
finds investments In early childhood programs, 
such as Nurse-Famify Partnership, U) be stronger 
investments than state business subsidies when 
viewed from a long-term, naiionat perspective. 

• The Center for the Study and Preveni<on of 
Violence reviewed over 650 programs with 
published research In peet-tevlewed literature 
Nurse-Family Partnership was found lo be 
one of 11, or 6% of the programs that clearly 
work, or even appear promising. The Center 
fully supports and endorses NFP as one of its 
'Blueprints'' programs 

• The non-profit, non-parl<san Coaktlon for 
Evidence-Based P^icy fkrds 'strong cvrderKe 
of effects on life outcomes of children and 
mothers ' by Nucse-Famify Partnership 


Mamh ;ei3 


Mr. CROWLEY. Reductions in child abuse and neglect, better 
educational outcomes for children, a greater likelihood of economic 
stability for the mother, these results are not just good for the par- 
ticipants, but also are good for society, as a whole. 

Mr. Baron, I know you were here at a previous hearing this Sub- 
committee held, and we discussed the ripple effect we would see 
from cutting or eliminating funding for these types of programs. 
Our budget should focus on long-term priorities, not just short-term 
impacts. That is why I was so pleased that the Affordable Care Act 
started this federal investment and home visitation programs, and 
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it is, in fact, an investment in the future health and well-being of 
all families in our country. 

Your testimony references some of the research and evidence- 
based home visiting pro^ams that shows they can lead to reduc- 
tions in child abuse and injuries, improvements in educational out- 
comes for children, and even a reduction in needs-tested assistance 
over the long term for mothers. It is, therefore, reasonable to sug- 
gest that investment in strong home visiting programs will not only 
protect and help children, but also yield major benefits to society, 
and ultimately to taxpayers. Is that not correct? 

Mr. BARON. Yes, that is right. Often there is a claim that a so- 
cial program is so effective that you can improve people’s lives and 
save money. Very often, when a rigorous evaluation is done, the ef- 
fects are not quite so promising. The claim doesn’t pan out. 

But this is a case where, at least for some of the program models, 
like the Nurse-Family Partnership, and perhaps for Child First as 
well, the more effective models, it really does look like the evidence 
shows you can have your cake and eat it, too. You can improve peo- 
ple’s lives in a very important way, over a long period of time, and 
reduce their use of public assistance, so that the government and 
taxpayer benefits, as well. 

Mr. CROWLEY. Win-win. I appreciate that. It is clear that this 
program is making a difference, and we need to maintain that fed- 
eral support. 

I was pleased to see the President and his Administration have 
proposed a long-term extension expansion of this program. That is 
the kind of investment we should be making. Congress recently 
passed a short-term extension of this program, but it is clear that 
more must be done to build upon the success so far. 

I look forward to working with my colleagues on both sides. I 
want to commend the chairman for a very bipartisan approach to 
this issue, as well. I really do appreciate that. I hope that my col- 
leagues on both sides of the aisle on this Committee will work with 
us to support this program. And, once again, Mr. Chairman, thank 
you for holding the hearing today. 

Chairman REICHERT. Thank you, Mr. Crowley. And, as you can 
see, and as Mr. Crowley said, this is really, truly a partnership up 
here, with Republicans and Democrats all appearing to be on the 
same page, wanting to help those that are most vulnerable. And I 
really — as an old cop — I know I mention this quite often, but I am 
proud to be, you know, an old law enforcement officer. But the evi- 
dence-based stuff is very critical, and you guys are doing an awe- 
some job with that. 

So, congratulations. Congratulations to you, Ms. Sucilla, and 
your success. And, thank you, Ms. Towne, for your hard work that 
you do each and every day. So, we are going to see each other 
again. We will visit again, and continue to work together. 

If Members have additional questions for the witnesses, they will 
submit them to you in writing. And we would appreciate receiving 
your responses for the record within two weeks. The committee 
stands adjourned. 

[Whereupon, at 3:30 p.m., the subcommittee was adjourned.] 

[Member Questions for the Record follows:] 
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SUBCOMMITTEE ON HUMAN RESOURCES 


April 4. 2014 


Jon Baron 
Prcsldem 

Coalition for EvidencC'Bascd Policy 
1725 1 Street, NW. Suite 300 
Washinijton. D.C. 20006 


Dear Mr. Raron: 

Thank you lor testilying at our April 2, 2014 Ways and Means Subcommittee on l-luman 
Resources hearing and for sharing your valuable expertise related to using evidence to evaluate 
pmgrams. Because of lime limitations, there were a few points you made during (he hearing (hal 
we were unable to fully explore. I would like (o ask you to provide the Subcommittee with 
additional information on these i.ssucs. and I have included two questions below (hat I ho]ie you 
will unswer in writing by April 18. 2014. As I mentioned ut lire end of the hearing, we will 
include your answers in the oBlciol hearing record. 

Thunk you again for your participation in our hearing, and I look forward to receiving your 
responses. 


Sincerely. 


Dave Reichert 
Clmirman 
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Questions for the Record 

Hearing on the Maternal, Infant, and T.arlv Childhood Home Visiting 
(M I ECMV) Program 

1. Knsiiring More I’rograms Operate l>ike the MIIX'HV IVoKnim 

Your organiralinn is focused on increasing the cffcelivcncss of government. Given the demands 
on the federal budget, it's absolutely critical that we ligurc out what really works and direct our 
spending towards those programs, bspecially because a large part of this SulKommittce's work 
focuses on helping children and familie.s in need, we cannot aflbrd to waste money on things that 
aren't working. 

From what we've heard about the MIKCHV program today, it is set up in a way that values 
evidence over anecdote. I understand there is some disagreement on exactly which programs 
should be considered "evidence-based," and that's an important question. But most of all. I am 
grateful tliat — at least for this program — we're actually discussing outcomes, Wc'rc discussing 
what programs actually do, based on good evidence, to get us to those outcomes we're seeking. 

This evidence-based and outcome-focused approach is sorely lacking in almost every other 
social prtigram run by the federal government. We spend money on programs that have no 
outcome goals. We spend money on programs that have never been evaluated. Sometimes, we 
even spend money on things that have made participants worse off than if they hadn't 
participated. We can't alTord to do this any longer. 

Given your experience, how can wc apply this evidcnce-bascd, outcomc-focuscd approach to 
other major entitlement programs within the Committee’s Human Resources jurisdiction where it 
is currently absent? What steps should wc take to get other programs operating in the same way 
IhcMlEC'ilV program docs? 


2. Ideas tii Improve the MIECHV Program 

In your written and oral testimony, you noted that modest revisions could be made to the 
MIECHV program to ensure the mo-sl elTective home visiting programs receive more funding 
and that “evidence-based” programs actually have meaningful results that make a real difference 
in the lives of children itnd families receiving these services. In your written Icstimony, you 
mention the standard of evidence required laidcr the Hepartmeiit of Education's Investing in 
Innovation program as an example. 

How would you suggest the evidence standard be changed in the current MIF.CHV statute to 
ensure models that have been proven to result in significant, meaningful outcomes are the ones 
that receive the most funding? Whal other changes might you recommend to ensure these 
MIECHV funds are spent in ways most likely to result in positive outcomes for those 
participating in home visiting programs funderl with this money? 
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April If:. 2014 


The Hononibic Dave Reichcri 
Chairman. SubcismtntKcc on Human Resources 
Commmcc on Ways and Means 
U.S. House of Rcprvscniativcs 
Washington. DC 20515 

Dear Chairman Reichert' 


JuOttK Gufron 
MORC 


QIMiHull 

MjnKMCaptfM 


Tliank you again for the opportunity to testify at die Subcoinniiiiee's April 2** hcariiiu on the 
Maicnial. Inraix, and Early Childhood Home Visiting Program (MitCHVl. I‘m writing in 
response to your follow-up questions about my tcstinionv Tire questions, along with my written 
responses, arc as folUm's. 


Hoyi Question : 

.MniiaMn AmbcmIm 


0««mI KvHivr 
Fomw rtM C<jn<»i*ii0fin 

Jctry iM 
>n* roundauvn 

Pan Ltvy 
Harwonl (.vuMiiMy 


How can the Subcommittee apply the evidence-based approach used in MIECHV lo maior 
enlillemvnt programs within the Subcommittee's jurisdiction? As noted in your letter. 
MlECHV's approach of using rigorous cvidaicc ofcfTceiivcncssasa ecmral factor in 
determining which program models lo fund is lacking in almost every other social program 
administered by the federal goNcrnmcnt. 


MdlMclkOn 
W a MoSndt Oalci 


Response : 


HoiMia RolUnn 


• A newly-enacted S200 million initiative in the Supplemental Nutrition Assistance Program 
(SNAP) shows how an evidence-based approach might work in a major entitlement program. 


MMtin SMi|*Mn 
UftwwO Pwww * *"** 

Robirt SKfa 
Tlw a iw n 

Ratmi ScRow 
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NHtwUiZlII 
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Specifically, section 4022 of ilic Agriciiitural Act of 2014 (Public Law 1 13-79) provides S200 
million in mandatory funding for up tolU state pilot proiccis that provide cinptoymcni and 
training assisiaocc to SNAP program panicipants. designed to increase their workforce 
ponictpaiion and reduce ilicir reliance on public assistance. Importantly, die legislation 
requires a rigorous, independcni ev aluation of each pilot protect, using program and conirol 
groups, to determine the project's impact on panicipants* entplovmcm. income, economic 
wcli-bcuig, and use of public assistance Similar dciDonsiration-cvaluaiinns m welfare policv' 
in the 19K0s and 1 990s succes.sfully identified a set of program strategics fitai increased 
partieipanis' economic well-being while reducing government spending, and bad a nmor 
impact on federal suid state welfare policy.' 


PTMIdCfU 
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Building on the SNAP and MIECHV approaches, we suggest the Subcommittee consider 
incorporating the following evidence-based provisions into major entitlement programs: 

1 . Provide a modest amount of mandatory funding {similar to what was done in the 
SNAP initiative) for pilot projects designed to - 


(a) Improve participant outcomes without increasing the program’s cost; or 

(b) Reduce Ihe program's cost without loss of quality or impact on participants' 
well-being. 


'Thi: wcirercsIudicsaiHi their pnhiry impact arc %iininmn./eii in fNei-cai'/'ig h^ectlxTHti’cr tt/Soeia/ Aiv/Ue/Mg /tr 
Cmi. Mi Kvfctencc-Rated Approach. TcMirooiiyby jua l^nron before ibe Houhc Ways and Mauw-Subcoitiiiniieeoii fliiiiiaii 
Resouieuv. luly 2013 (link) 
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2. For each project, require a rigorous (preferably randomized) impact evaluation, to determine 
whether it produces the hoped-for improvements in participants’ lives and/or budget savings. 

3. For projects found, in the above evaluations, to produce such improvements and/or savings, 
authorize the Secretary to fund/faciiitate their larger-scale implementation with program funds 
(while ensuring close adherence to the proven approach). We suggest that ihe legislation allow the 
administering federal agency to use waivers from law or regulation, where appropnate. to help 
advance such implementation. The legislation might also require 0MB biidget-sconng oflicials to 
confirm, based on the evaluation findings, that the project is indeed budget -neutral or budget^saving, 
before (he agency can go forward with such implementation. 

Provision 3 would replicate a core feature of MIECHV that cuirenlly does not exist in federal 
eniulemenl programs: rigorous evidence of effectiveness determines which program 
strategies/approHches are put into large-scale impiementation Doing so would thereby inject a 
dynamic for evidence-driven improvements into a social spending process where evidence 
currently has little role. 

Question : 

How would you suggest the evidence standard be changed in the current MIECHV statute to 

ensure models that have been proven to result in significant, meaningful outcomes are the ones 

that receive the most funding? 

Response : 

• As discussed in my testimony, MIECHV’s current evidence standard contains a loophole that has 
allowed a number of unproven and/or ineffective program models to qualify as “evidence based.** 
Specifically, the current standard, os set out m detailed language in MIECHV’s authorizing statute, 
focuses on whether rigorous evaluations have found that the model produced stati.sOcalh'-significant 
effects, but not on whether these effects have fmUcy orprat'tka! imjk'tfiancc. This has opened a 
loophole, allowing some models to qualify as evidence based solely on the basis of statistically- 
signifjcant effects, even if those effects were - 

1 . On intennediate or process mea.sures (such as referrals to community services) that may never lead 
to ultimate, policy-important outcomes (such as parents' employment and earnings); 

2. So small in size as to be of little practical imponaoce; or 

3. Likely to he chance findings (e.g, because the studies measured a large number of outcomes). 

Illustrative examples of models that have qualified as evidence based in MIECHV. based on such 
efTecis. are described in my written testimony. 

• We therefore recommend that Congress revise MIECHV's evidence standard to close this 
loophole, drawing on approaches that have been used in other legislation and programs. 

Drawing on an evidence standard used m the Department of Education's Investing in Innovation Fund 
(described in my testimony), as well as that used in Congress' 2007 authorization of the pilot program 
for MIECHV.,* we lecomniend that the Congress replace MIECHV’s current standard for “evidence 


’ Tiic Congressional evidence siandard in the 2007 pilot was '’wcll-dcsigacd randomi/cd conirollcd trials, 
[dcmonsiraiing | si/cablo. sustained ctTecis on important child ouicomcs such as abuse and neglect." The 
Congressional language insirueicd HHS *‘to adhere closely to cvidcnec-bascd models of home visitation and nm to 
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based.'* whose complexity has helped created (he above loophole, with a streamlined, rigorous 
standard as follows: 

An "eviJeticv-hosecI" home visaing model is one that has been sho\M% in rigorons evaluations 
that allow for strong carnal inferences, to produce statLstically-significant, steable. ami 
sustained effects on policy^important child and family oulctnncs (sttch as child maltreatment, 

1 2 student achievement, orja/nily income), and not just intermediate outcomes (such as referrals 
to community sers’ictis. or positiw parenting practices) that may or may not ultimately lead to 
improvements in policy-important outcomes. 

Such a straighrfonvard statement of principle would send a clear signal to HJ IS. MIECHV grant 
applicants, and the larger policy community, that Congress expects MlECffV' to fiuid models backed 
by strong scientific evidence of policy-impunani (and not jusi staUsticaJly>signiflcanl) improvements 
m people's lives. As ^^'itll MIHCHV's current auihori/mg statute, the legislation could charge HHS 
with developing a more specific e\ idence standard within this statement of principle. 

Because only a few home visiting models would currently meet this new standard. Congress might 
consider allowing HHS to allocate a portion of MIECHV funding for modest-sized grants to program 
models that are backed by moderate - but not yet .strong - evidence of effectiveness, with a 
requirement that such models be rigorously evaluated (This would be in addition to, or instead of. 
MIECHV’s curreiu allocation of up to 25% of its funds for models that are not evidence based.) If 
found effective, these models can become designated as evidence based and therefore eligible for 
larger, scale-up funding, if not, their funds would be redirected to other, more promising models 
Over lime, this would increase the number of evidence-based models, giving state and local grant 
applicants a larger menu of such models to chouse from, and enabling MIECHV to effectively addrc.ss 
a wider array of problems in a more diverse set of population groups dial are at-risk. The Investing in 
Iimovation Fund follows an approach similar to this, which could be implemented with appropriate 
adaptations in the MIECHV reauihoruing legislation. 

I hope this is helpful in addressing your questions. Please let me know if you have additional questions oi 
would like fiullter information. 


Sincerely, 

Jon Baron 


incorponiie any addiuona) initiatives that have not met these high evidenuary standards or might otherwise dilute the 
emphasis on home visitation." (Public Law 1 10-I()1. <ind accompanying H. Rept. 1 10-424) 
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Rebecca Kilburn 
Senior Economist 
RAND Corporation 
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Santa Monica. C A 911407-2138 


Dear Ms. Kilburn: 

Thank you for testifying at our April 2. 2UM Ways and Means Suhc<nnniittcc on Human 
Resources hearing and for sharing your valuable expertise related to using evidence to evaluate 
programs. Because of time limitations, there were a few points you made during the hearing tluit 
we were unable to fully explore. 1 would like to auk you to provide the Subcommittee with 
additional information on these issues, and I have included an additional question below that I 
hope you will answer in writing by April 1 8. 2014, As 1 mentioned at the end of the hearing, vve 
will include your answers in the oHicial hearing record. 

Thank you again for your participation in our hearing, and I look forward to receiving yottr 
response. 


Sincerely, 

Dave Rcicluirl 
Chairman 
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(Cn^turiiif; MIEC'IIV Prugniiu Miitlels Are Iniplciiientcd Effectively 

In your written and oral testimony, you ixtinted out that it's important for programs like 
MIFX’HV to foeii-s funding on interventions that have heen proven to work, instead of specifying 
what types of features a program should have. In your written testimony you go even further, 
saying you believe “considenition should be given to wheliier ongoing funding to iiartieular 
states should be tied more closely to the state’s iniplemeniaiion ijcrformance." 

I Inder the euiTcnl program structure, states receive funding to u.sc on models that are ba.scd on 
evidence and that have shown success In high-quality studies. However, it's not clear that we 
know how well states are Implementing the models they choose to administer. I low might we 
implement a suggestion like yoias. where the federal government also analyzes the state's 
perfonnance in implementing the nntdel successfully? Are there other programs that do this that 
we could review? 
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Testimony 


Evidence on Home Visiting and 
Suggestions for Implementing Evidence- 
Based Home Visiting Through MIECHV 

Addendum 


M Rebecca Kilburn 


RAND Office of External Affairs 


CTwiOM 
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Oocimieni submitted on Apni ie, 2014 as an addendum fd lestnnony presented before (he House Ways ar>d Means Commtnee. 
Subcommittee on Human Resources on Apnl 2.2014 


This product is part of the RANO Corporation (nlimony serres RAND testimonies record testimony presented by RAND assoaates 
to fedcrat state, or local legislative committees: govemmcnt-appoinled commssions arid panels, and private review and oversight 
bodies The RAND Corporation is a nonprofit research organization providing objeotive analysis and effective sotulions that address 
the Challenges faemg the pubbe and private sectors around the work) RAND s publications do not necessarily reflect the opinions oi 
its research clients and sponsors RAND® is a registered trademark 
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M. Rebecca Kilburn' 

The RAND Corporation 

Evidence on Home Visiting and Suggestions for Implementing Evidence-Based Home 
Visidng Through MIECHV^ 

Before the Committee on Ways and Means 
Subcommittee on Human Resources 
United States House of Representatives 

Aprii 16, 2014 

The subsequent question and answer found in this document was received from the Committee 
for additional information following the hearing on April 2,2014 and were submitted for the record 


Response to Question from Chairman Dave Reichert, Subcommittee on Human 
Resources, Committee on Ways and Means 


Thank you for the opportunity to testify before the Ways and Means Subcommittee on Human 
Resources on April 2. In your letter of April 4, you asked me to respond to this follow-up inquiry: 
QUESTION: 


Ensuring MIECHV Program Models Are Implemented Effectively 


In your written and oral testimony, you pointed out that it’s important for programs like MIECHV to 
focus funding on interventions that have been proven to work, instead of specifying what types of 
features a program should have In your written testimony you go even further, saying you believe 
‘‘consideration should be given to whether ongoing funding to particular states should be tied 
more closely to the state's implementation performance. ’ 

Under the current program structure, states receive funding to use on models that are based on 
evidence and that have shown success in high-quality studies However, it's not clear that we 
know how well states are implementing the mrxiels they choose to administer. How might we 
implement a suggestion like yours, where the federal government also analyzes the state's 
performance in rmplementlng the model successfully? Are there other programs that do this that 
we could review? 


' The opinions and conclusions expressed in this testimony are the authors alone and should not be 
interpreted as representing those of RAND or any of the sponsors of Its research This product is part of the 
RAND Corporation testimony series RAND testimonies record testimony presented by RAND associates to 
federal, slate, or local legislative committees; government-appointed commissions and panels; and private 
review and oversight bodies The RAND Corporation is a nonprofit research organization providing objective 
analysis and effective solutions that address the challenges lacing the public and private sectors around the 
world RAND's publications do not necessarily reflect the opinions of its research dienls and sponsors 
’ This testimony is available for free download at http:f/www rand.orgrpubs/teslimonies/CT407z1 html. 
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ANSWER: 

My suggestion to tie state funding more closely to a stale's implementation performance was 
oriented toward improving the monitoring of implementation indicators In addition to monitoring 
fidelity to evidence-based program models. 

Fidelity refers to the degree to which an intervention is implemented as It was prescribed in the 
evidence-based practice protocols by the program developers. Implementation is the entire set of 
activities required to successfully put into place an evidence-based program and includes fidelity 
along with other implementation outcomes such as costs, and reauitment and retention rates of 
clients (Proctor et al.. 2011). 

Regarding fidelity, the MIECHV program currently recognizes the importance of grantees 
delivenng evidence-based models with fidelity and requires grantees to demonstrate fidelity as 
follows; 


'To ensure that the required statutory dlstnbutlon is maintained. HRSA requires that all MIECHV 
programs demonstrate that they are being delivered in conformity with the approved service 
delivery models This fidellly is demonstrated by programs that have the requisite designation 
and/or approval from a model developer to provide evidence-based home visiting services 
MIECHV-funded programs must maintain the requisite designation and/or approval from Ihe model 
developer while receiving MIECHV funding.' [See MIECHV guidance al: 

hltp://Bisrs hrsa.gov/ReporlServer?/HGOW_REPORTS/FindGranls/subrplEHB_GianleeFindPiogra 
mDescSrc:ToolBar=falseStheWhere= and PROG_ACTIVITY_CD='XOZ| 

It Is not clear how well different models ensure fidelity, however In fact, on the MIECHV 
evidence-based model website (http://homvee.acf.hhs.gov/lmpOverview.aspx), a summary table 
for the models indicates that five of the 14 evidence-based models do not have fidelity standards 
for local implementing agencies and three of the 14 do not have a system for monitoring fidelity. 

There may be opportunities to improve the monitoring of MIECHV grantees’ evidence-based 
model Implementation in areas in addition to fidelity. Implementation performance is typically 
monitored using Indicators that capture how well an organization delivers a service. Measuring 
implementation performance is valuable, because it indicates whether services are being 
delivered as intended, reaching target participants, being delivered with desired timeliness and 
frequency, and meeting other assurances that an evidence-based program is being delivered in a 
way that has the best chance of realizing the outcomes achieved in the model program 
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evaluations.^ Examples of the types of indicators that may be used lor this purpose in the home 
visiting field are number of families served, number of home visits provided, family drop-out rates, 
home visitors completing the model program training, and others. 

Currently MIECHV grantees report a great deal of information as part of their award. They report 
a small number of process measures as part of the Demographic and Service Utilization Data for 
Enrollees and Children Form (available at: 

http://mchb hrsa gov/programs/homevisiting/ta/resources/enrolleeschildrenform pdf). Grantees 
also provide a brief perfonnance report, which includes explaining reasons for delays or unusually 
high unit costs (described here; http;//www ecfr.gov/cgi- 

blnrretrieveECFR?gp=&SID=a5e0bcbce193608ad376c11cec960a548n=45yt 0.1 1.49 3&r=SUB 
PARTSty=HTML#45:1.0.1. 1.49.3.10. 19). Finally. MIECHV grantees also report a large number of 
outcome measures for participating children and families (see: 
http;//mchb, hrsa.gov/programs/homevisiting/layresources/guidanceoct 201 2. pdO 

However, there are opportunities for improvement in specifically capturing Implementation 
measures In two areas. 

First, there appear to be ways to refine the indicators reported to improve their utility in 
communicating whether grantees are engaging in the desired quantity and quality of home 
visiting implementation. That Is, while MIECHV grantees currently report a large number of 
Indicators, we want to ensure that they are reporting the tight indicators. This may not require an 
increase in the amount of information reported but rather modest improvements in the indicators 
reported (or the purposes of assessing implementation performance. 

Second. It is not only the collection of appropriate indicators that is important, but It is also 
necessary to use them explicitly to improve performance of grantees Specifically, just as funding 
evidence-based models raises the chances that MIECHV funds will have their intended impact, 
so does funding grantees that can deliver evidence-based models well. It is reasonable to expect 
that the first phase of MIECHV would be a learning and planning phase for many states and other 
grantees (Fixsen et al.. 2001 ) as research demonstrates that initiating a new program requires 
adequate time and community investment to ensure Implementation success. However, in later 
phases of MIECHV, we may be able to promote the effectiveness of the MIECHV program by 
directing technical assistance to grantees that are not able to meet implementation objectives 
(e g,, recruitment goals and retention rates) or eventually redirecting funding only to grantees that 

’ This brief description of process evaluation from (he federal Substance Abuse and Mental Health Services 
Administration provides a good overview of process evaluation htlp://captus.samhsa gov/access- 
resources/using-process-evalualion-monitor-program-implemenlation 
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are able to serve target numbers of families, maintain high rates of family retention, meet the 
workplan objectives of expansion or development grants, or attain other measures of 
implementation performance. As an example, when funding evidence-based adolescent 
substance abuse treatment, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) has used implementation performance indicators to identify grantees that need 
additional technical assistance to improve their implementation, and performance information was 
also considered in awarding future grants (Godley el al.. 201 1 ) 

Please let me know if I can provide further information on this issue 
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Scott Hippert Parents as Teachers 



Parents as Teachers . 

Aprils. 2014 

The Honorable Representative Danny Oavis 
House of Representatives 
Washington, O.C. 20510 

Dear Representative Oavis. 

I am writing to voice my concern regarding testimony for the April 2 House Ways and 
Means Committee hearing on the Maternal, Infant and Early Childhood Home Visiting 
(MI6CHV) Program. In his written testimony, witness Jon Baron, President of the 
Coalition for Evidence-Based Policy, includ^ a direct n^ative reference to Parents 
as Teachers (PAT), when he cited it as a program that “produced no important effects 
one way or the other." I believe we were singled out unfairly, and we would like the 
opportunity to paint the full picture of the important results PAT has produced over the 
last three decades and the criticai rote it plays in the MIECHV program. 

Parents as Teachers has a strong 30-year history of providing parenting education 
and family engagement services, and now reaches families In all 50 states and more 
than 100 tribal communities. PATs approach and curriculum support the most 
vulnerable families and has demonstrated outcomes in child development and school 
readiness, family eoorramic self-sufficiency, positive parenting practices and 
reductions in child maltreatment PAT has been chosen by local communities and 
agencies in 30 states and 13 tribes to provide these services with MIECHV funds. 

PAT delivers an evidence-based approach for home visiting and supports federal 
investments In interventions that deliver results. Through its Home '/tsiting Evidence 
of Effectiveness (HomVEE) review, the Department of Health and Human Services 
conducted a thorough and transparent review of the home visiting research literature 
and provided an assessment of the evidence of effectiveness for home visiting 
program models that target families with pregr>ant women and children from birth to 
age 5. Parents as Teachers meets the HomVEE criteria, with favorable outcomes ir> 
four of the six measured outcome domains. PAT also had the lowest average cost per 
family compared to several other home visiting models in a recent Mathematica Policy 
Research study. 
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Additionally. Parents as Teachers' MIECHV programs, along with throe other models, 
currently are being rigorously evaluated through the MIHOPE study PAT also is 
engaged in a rigorous evaluation of implementation in tribal communities through a 
Department of Education Investing in Innovations grant Finally, in addition to (he 
statistically significant results from four randomized control trials, we have 23 years of 
independent evaluations of home-based PAT programs that demonstrate the 
effectiveness of our approach, and local and state evaluations have found positive 


Vt««td»nia'KU 
A>«>}iirMM M- 
IM-Ond" W«mtomA 

'ifAfMiwt J«v Mtwd). IT* 

<v<<«.Aia M<i 

VoHniXlnp Dt'dclM 
Ml) V*UM> 


It,, t-.iS •, , , I .. . ,‘i • * ■ 

UHA «i4l44i2\LlO rit44iZSK^ WWWr'AavfUi/Vm''<’<'»- ‘ 




95 


results in outcomes relevant to school success, including school achievement, attendance and out- 
of-school suspension 

Unlike other models which serve only first-time moms, single parent or teens, PAT affiliates 
engage with families in a much broader way. We work with families as early as during pregnancy 
and on through kindergarten entry. Our program is culturally adaptable to work in many different 
environments. In short, we engage with a broader array of families, in ways that are best-suited to 
their family environment, and over a longer period of time, to ensure greater depth of knowledge 
and increased likelihood of continued positive outcomes. 

We could not be more proud of our history, our effectiveness with families, and our evidence-based 
model. 



Scott Hippert 
President/CEO 
Parents as Teachers 
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